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‘IN the treatment of a case of general oedema, from what- 


-ever cause, the question of how to remove the fluid most 
quickly by the use of remedies which stimulate the 
urinary secretion is, of course, a matter for immediate 
consideration. It is not, however, always easy for the 
medical practitioner to decide as to the exact kind of 
diuretic which is most likely to answer his purpose. He 
has a wide field for his choice. Diuretics are many in 
‘amber, and fall roughly into groups which, although all 
working to the same end, reach it by very dissimilar 
means. Each class has its own method of exciting the 
urinary flow. Consequently, these remedies must-not be 
prescribed thoughtlessly and at random, but must be care- 
“fully chosen with due regard to the state of the patient 
and the cause to which the oedematous swelling is owing. 
In his treatment of the case the medical practitioner 
“may proceed in several ways. He may gently stimulate 
the convoluted tubes of the kidney, and encourage osmosis 
by increasing the saline constituents of the blood by the 
-use of the acetates, citrates, and tartrates of soda, potash, 
-and ammonia. He may raise the blood pressure and 
‘hasten the circulation through the glomeruli of the kidney 
by the use of drugs which give vigour to the heart muscle 
-and contract the peripheral vessels of the system generally. 
Or, again, he may employ drugs which have a stimulatin 
-effect upon the renal epithelial cells, such as diuretin an 


citrate of caffeine. Or, lastly, he may use more positive. 


‘irritants to these cells, in cantharides, resin of copaiba, 
oil of juniper, etc. 

In the dispersion of a general oedematous swelling the 
first point to consider is the cause of the serous infiltra- 
tion. We have to decide whether the defective action of 
the kidneys is due to a temporary failure of function, 
owing to deficient driving power of the heart, or to 
organic disease in the kidney itself ; for the means to be 
-adopted will depend in a great measure upon which of 
these conditions it is with which we have to deal. 

If we have to do with kidneys whose secreting power 
‘is impaired by acute parenchymatous nephritis, our chief 
anxiety should be to do no harm, for we may gravely 
increase the mischief by the heedless employment of 
stimulating diuretics. In such a case it is not only what 
we should do, but also what we should carefully avoid 
‘doing, that ought to exercise our minds. We must not 
-fret a damaged organ in an attempt to stimulate secretion 
“by the use of irritating remedies, which are bound to fail; 
nor should we try to flush the kidneys by large quantities 
of fluid which, as they are not able to excrete it, can only 
add to the transudation into the tissues. 

Digitalis is justly regarded, when given with judgement, 
asa safe and efficient promoter of diuresis; but it is not 
“to be depended upon under all circumstances. If the drug 
‘is to answer our expectations and do good service, the 
kidneys must be capable of responding to stimulation, 
however ham they may be for the time. The 
remedy acts by causing contraction of the peripheral 
blood vessels—those of the kidney excepted—and 
‘increasing the force of the cardiac systole. It there- 
-fore raises the blood pressure generally, and forces more 
blood through the kidneys. But in renal disease the 
‘blood pressure is often raised already, and to raise it 
still farther is to force upon diseased organs, which are 
already greatly overtasked, an amount of additional work 
which in their crippled state they cannot perform. Other 
drugs which belong to this group and have a similar action 
are strophanthus, convallaria, strychnine, and squill. 

Caffeine, again, and diuretin have an action directly 
upon the secreting cells of the tubules and indirectly upon 
the renal vessels, which they are able in some measure to 
-dilate; but to stimulate the epithelial secreting structure 
of the kidney in a case of acute renal dropsy when the 
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‘cells are more or less seriously diseased is a course from: 
which we have no reason to any satisfactory 
even every day. 6 
cannot, therefore, answer to the spur; and the Pap | 
these remedies is calculated in such a case to lessen 
secretion instead of to augment it, and is almost certain 
pot cpr by harm rather than good to the 
sufferer. 

It is otherwise with the saline diuretics—the citrates, 
acetates and tartrates of soda, potash, and ammonia. 
These remedies increase the osmotic pressure of the blood 
and draw water from the tissues into the blood stream. 
They do not, therefore, irritate the kidneys, and may be 
used without fear even when the organs are acutely in- 
flamed. It is important that when taken they should be 
well diluted, for their action upon the kidneys is thus 
rendered more certain; and it is useful to combine them 
with spirits of nitrous ether, which, on account of the 
nitrite of _ it contains, is a useful agent in causing 
dilatation of the afferent vessels of the kidney. 

In cases, then, of renal dropey, if the illness be acute, 
the saline diuretics are the only remedies of the kind 
which can be given without risk of further injury to the 
affected organs. That they may act with success it is of 
the highest importance to make sure that there is no 
obstruction to the portal circulation through the liver. 
A preliminary dose of blue pill followed by a liberal saline 
aperient is always advisable; and if during the course of 
the treatment the action of the remedies is found to be 
getting uncertain or ineffectual, especially if the arteria 
tension be high, a repetition of the dose will prove to be 
of service. all cases a careful watch should be k 
upon the work of the bowels, and their action should 
encouraged by sufficient doses of a watery aperient every 
day or every other day, such as the compound jalap 
powder. To be effec this powder must be ordered in 

equate dose, and its action can be rendered more ener- 
getic by the addition of a grain or two of jalapine. In the 
treatment of adults elaterium is a useful remedy, but in 
early life its action is uncertain, and the jalap powder is 
to be preferred in the case of a child. 

In considering the action of remedies which have 
direct influence in stimulating the renal secreting struc- 
tures, we cannot leave out of account certain cubaldiiiey 
measures which act indirectly by lightening the labours of 
the kidney, and make the action of diuretics more certain 
and easy. For instance, by promoting the activity of the 
skin, we relieve the overburdened kidneys of a part of their 
work. Little but water, however, is removed by the 
action of sudorifics, for of the nitrogenous refuse, which it 
is a prime duty of the kidney to discharge by means of the 
secreting epithelial cells, a very inconsiderable quantit 
can escape from the body by way of the skin. Siill, 
removal of excessive fluid from the tissues is alonea source 
of great relief, and in the case of acute and subacute 
nephritis the persevering use of hot air baths is attended 
in most cases with the very best results. In place of the 
hot air bath we may use the blanket bath, in which the 
patient is wrapped in a sheet wrung out of tepid water and 
swathed in many blankets. This bath should be used 
continuously for several hours, and may be repeated ev. 
day. The remedial action of pilocarpine I have not foun 
very satisfactory. A dose of gr. 4 to 4, given hypo- 
dermically, although no doubt a powerful diaphoretic, 
sometimes causes troublesome vomiting, and in most cases 
sets up excessive salivation, which is a source of great 
annoyance to the patient. 

Another way of relieving the overburdened kidneys 
consists in a sparing use of the protein element in the food, 
for moderation in this respect will reduce the amount of 
nitrogenous waste which the crippled organs have to 
discharge. We do not by this means materially lessen 
the excretion of albumen, but we very decidedly lighten 
the work of the epithelial cells. The same precaution 
need not be taken with regard to albumen. The old notion 
that excess of albumen in the food increased the 
albuminuria has been shown to be incorrect. Many 


observers have proved by experiment that there is no 
correspondence between the quantity of albumen excreted 
ay kidneys and the amount of albumen contained in 
the food; indeed, it is incorrect to suppose that the 
degree of albuminuria can be taken as a trustworthy guide 
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to the excreting capacity of the kidney. In all acute 
cases, then, meat and meat extracts—articles in which the 
proportion of protein is high—should be avoided; instead, 
a diet should be ordered which consists mainly of milk, 
eggs (lightly cooked), farinaceous matters, and bread. Fat, 
in the shape of cream and fresh butter, may be allowed, 
but table salt is to be forbidden, for, unlike the citrates 
and acetates of the alkalis, this salt has no diuretic action, 
and is not easily eliminated by the kidneys. On this 
account bacon fat is not a desirable addition to the dietary, 
although the fat alone, without the added sodium chloride, 
would be unobjectionable. In the food generally as little 
salt as possible should be allowed, and it is advisable to 
have the bread used by the patient made for him without 
this ingredient. 

It is a common practice in cases of acute renal dropsy 
to enforce an exclusive milk diet. This is advocated on 
the ground that the excess of fluid flushes the kidneys, and 
that the nutriment conveyed, being poor in protein, is suffi- 
ciently sustaining to the system without making too 
exacting demands upon the kidney cells. But it is useless 
to attempt to flash kidneys when, as in acute nephritis, 
they are already overburdened and cannot respond. More- 
over, for a diet to be satisfactory in this, or indeed in any 
other, disease it must be readily Sigestitle, and not prone 
to undergo unhealthy changes in the bowels. In neither 
of these respects does milk answer toour requirements. A 
comparatively small part of the curd can be digested, 
however carefally if may be manipulated so as to fit it to 
the powers of the weakened organs; for the more or less 
solid mass formed by the casein when coagulated in the 
stomach must offer a stubborn resistance to the action of 
the gastric juice and other agents of digestion. At the 


same time the undigested residue is very liable to undergo 


putrefactive changes in certain disordered conditions of 
the bowels. Moreover, the sameness of such a diet isa 
serious obstacle to its ready digestion. The stomach is as 
quick as the palate to resent this monotony, and the disgust 
excited by a repetition of the same food, meal after meal, 
is often sufficient to bring ubout its immediate rejection, 
or, if it be retained, to render its value in nutrition 
comparatively small. The incentive to healthy digestion 
is appetite; food taken unwillingly is rarely digested with 
ease. In almost all cases where the diet is confined 
entirely, or almost entirely, to milk, the large masses 
of curd which are discharged by the action of an aperient 
are a sufficient avert that comparatively little real nourish- 
ment has been derived by the patient from his food. It is, 
perhaps, no misfortnne that this should be so, for if a 

atient who is condemned to such a diet were able to 

igest the enormous quantities of milk forced upon him by 
an energetic nurse, his assimilative powers would almost 
certainly fail him. His blood would be full of digested 
material which his ti~sues were not capable of taking up, 
and the extra work thus thrown upon the liver and other 
excretory organs, in their efforts to rid the system of all 
this unacceptable nutriment, would be likely to exert any- 
thing but a favourable influence upon the course of the 
illness. The beneficial results which sometimes seem to 
ensue from an exclusive milk diet are not improbably 
dependent upon moderation in the quantity prescribed, a 
liking by the patient himself for this form of nourishment, 
and the greatly reduced intake by this means of common 
salt, for milk contains no more than a grain and a half of 
sodium chloride to the ounce. 

When the acuteness of the attack subsides and the 
complaint begins to settle down into a chronic course, we 
— venture discreetly to widen our choice of remedies 
and bring into use some of the special drugs which act 
directly upon the secretory apparatus. Of these the 
remedies which increase blood pressure and hasten the 
circulation through the kidneys are of more service at 
this stage than drugs which stimulate the secretory cells 
of the tubules. Therefore, if blood pressure be not unduly 
high, digitalis is to be preferred to diuretin and caffeine. 
The dose of digitalis should be small at first, and I greatly 

refer the freshly-made infusion to the tincture. As a 
inning. twenty drops of the infusion may be combined 
with thirty drops of spirits of nitre, and given in com. 
bination with the saline diuretic every three hours (in the 
case of an adult). If this agree well and be found to 
increase the secretion of urine, we may venture upon 
greater liberality in our dosage. This treatment is useful 


at all ages. Children bear digitalis well; but care must. 
be taken that in early life the dose is not pushed to 
an immoderate degree. Twenty drops to half a drachm of 
the infusion, repeated every four hours, will usually be 
found to produce all the good effects which we look for in 
the drug. It is important, too, not to give the remedy too 
long at a time without a break. Digitalis is a cumulative 
drug, the action of which -persists for some time after its 
administration has ceased. If continued too long without. 
@ pause, even a moderate dose may begin to produce si 

of depression, shown by pallor, coldness of the extremities, 
and a feeling of faintness. If vomiting occur, it is a 
eymptom which should always attract attention, and ina 
chil , especially, is a reason for an immediate change in 
the treatment. In giving the remedy it is well to stop the 
medicine every few days for forty-eight hours or so. This 
plan anticipates the cumulative effect and causes no loss of 
time, for the action of the drug persists sufficiently in the © 
intervals. Other diuretics may also be used which have a 
direct influence in contracting the efferent vessels of the 
kidney, such as squill and infusion of broom-tops; for it is 
a matter of common experience that the diuretics, like 
aperients, produce better results when used in combination 
than when given alone. 

Our next step, as improvement advances, is cautiously 
to make use of remedies which have a stimulating effect 
upon the kidney cells, such as caffeine, diuretin,* spirits of 
juniper, and tincture of cantharides. It must be remem- 
bered, however, that this class of.drug is only diuretic 
when given in moderate dore, for in large quantity it is 
apt to overstimulate the secreting structure and lessen the 
flow of urine, or even arrest it. It is best to begin with 
small doses, such as caffeine gr. }-j, according to age, 
diuretin gr. iij-vj, and spirits of juniper m v-xv. Later 
the doses, if necessary, may be increased. Very many 
combinations of these remedies may be devised for the 
treatment of renal dropsy after the acute stage has passed 
off. All these should include a saline diuretic to increase 
osmosis, a mild stimulant to the renal celle, such as spirits 
of juniper, diuretin, or caffeine, and a member of the 
digitalis group, such as digitalis itself, strophanthus, squill, 
or the infusion of broom-tops—all drugs which quicken the 
flow of blood through the kidneys. It is well also, if 
chemical compatibility will allow of it, to include a propor- 
tion of spirits of nitre in the prescription in order to 
promote dilatation of the renal vessels. Combinations of 
this kind are found in the pharmacopoeias of every 
hospital. There may be differences in the choice of the 
several constituents, but the principle of combining 
variously acting diuretics is common to all. In the use of 
these remedies we must never forget that drugs which 
stimulate the renal cells—caffeine, diuretin, cantharides, 
and the essential oils, such as juniper and copaiba (resin)— 
can only be prescribed in dropsy from kidney disease with 
a good deal of caution. Even when the mischief is chronic 
the rule still applies. The use of these agents must always 
be tentative and sparing, and they must be regarded as of 
secondary importance, serving only as helps in the treat- 
ment to reinforce the action of such remedies as cause 
dilatation of renal vessels, and give an impulse to the 
general circulation. 

At a later stage, if, as often happens, anaemia is a 
minent symptom, iron is found to be of service. The 

rchloride and acetate are two salts which have a definite 

iuretic action, but it is well to use them at first in small: 
doses. It may be noted that iron gives a black colour toa 
mixture containing digitalis. This may be corrected 
the addition to each dose of a few drops of dilute phos- 
phoric acid. If the perchloride be used. a combination of 
the three elements (the iron, the digitalis, and the. 
phosphoric acid) forms a perfectly clear, amber-coloured 
solution ; but if the acetate of iron be used instead of the- 
rchloride, although the black colouring is removed, the. 
iron is thrown down in the form of the insoluble phosphate 
of iron. If, then, the acetate be preferred, it is better to. 
omit the digitalis from the prescription and combine the. 
salt with the acetate of ammonia, giving 10 or 15 drops of 
liq. ferri acetatis with a drachm of Jiq. ammoniae acetatis 
to the dose. Should any sign of heart weakness he noticed, 


*The action of diuretin upon the renal secreting cells has been 
disputed by some observers, who attribute its undoubted diuretic 
influence to its power of causing dilatation of the renal vessels. It is. 
-_ also to promote the elimination through the 
salt. 
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‘a usefal addition to this formula is liq.strychninae in doses 
of 1 to 5 minims according to the age. Whatever prepara- 
tion of iron be used, it should be freely diluted and taken 
directly after food. It acts most efficiently if an aérated 
water be used to dilute the mixture. It will be found con- 
venient to make up the dose with plain water to one tea- 
spoonful, and order this quantity to be taken in a wine- 
emsfal of soda water or other simple gaseous fiuid three 
times a day. 

As the oedema subsides greater liberality may be 
allowed in the choice of foods, and chicken, white fish, 
and a little mutton—especially boiled mutton—can be 
taken with advantage. 

When the general oedema is due to cardiac insufficiency, 
the kidneys being organically sound, we have greater 
freedom in our choice of remedies. The oedema is the 
consequence of temporary functional disability of the 
kidneys, for the circulation through them is for the time 
seriously obstructed owing to the turgid state of the whole 
venous system, and perhaps also to direct pressure upon 
the anes itself by accamulated fluid in the peritoneal 
cavity. To effect the removal of this flaid it is necessary 
not only to stimulate the activity of the kidneys, but 
also to lighten the congestion and improve the general 
circulation by every means in our power. We must insist 
upon absolute rest to the body in order that the heart’s 
action may not be hurried. We must be careful to regu- 
late the diet so that the digestive powers, enfeebled as 
they are for the time, may not be overtaxed. The ques- 
tion of feeding is one which is too often left to the nurse 
in charge, to give food or withhold it at her discretion ; 
but it is really one which requires, and should never fail 
to receive, the earnest attention of the medical attendant, 
_ for it is of urgent importance not to err on the side of 

excess. It is always advisable to order four small meals 
rather than three larger ones in the day. These ma 
include mutton or chicken, fish, egg, and toast, or bread- 
and-butter. We should carefully regulate the quantity of 
fluid to be taken, especially of milk, and positively forbid 
starches cooked with milk, jams, and all the acid fruits, 
cooked or raw; for the fermentation of such foods in the 
. alimentary canal only adds to the discomfort of the patient 
by filling his a wind. We next proceed to act 
freely upon the bowels with aperients which encourage 
secretion into the intestine. y this means we draw 
water away from the tissues, and also relieve the pressure 
apon the kidney. 
In our choice of a diuretic in a case of cardiac dropsy 
we must bear in mind that the cause of the oedema lies 


primarily in the chest, and not in the abdomen. and that ' 


remedies which act only upon the kidney are of little or no 
value unless combined with others which strengthen the 
action of the heart. We must remember, too, that when 
blood pressure is low drugs which tend to lower arterial 
tension still further are not only useless, but become an 
actual source of danger. We turn, then, to the Jist of cardiac 
tonics—of remedies which increase the vigour of the heart’s 
movements, and moderate undue rapidity of action. Under 
their influence the heart contracts with greater energy; 
the diastolic pause is lengthened so as to allow of more 
complete unloading of the large venous trunks, and more 
blood is forced through the kidneys. Digitalis, strophanthus, 
convallaria, squill, and some other drugs act in this way, 
but digitalis, as a rule, is the most highly prized. In two 
or three days after beginning its use the blood pressure 
rises, the pulse becomes fuller and more regular, and there 
is copious diuresis. This improvement is especially notice- 
able in cases where there is dilatation of the left side of 
the heart with mitral insufficiency. a feeble irregular pulse, 
and, as a consequence of low arterial pressure, a scanty 
secretion of urine. Unless mitral regurgitation be present 
the influence of the remedy in promoting an increased flow 
of urine is but small; and if the heart is already acting 
“strongly and the pulse is fall, regular, and equal, without 
signs of mitral leakage, digitalis is not required, and if 
given may probably prove hurtfal. Under such conditions 
the urinary secretion is normally free; and as a rule we 
may take the amount of urine passed as a fair guide to the 
probable usefulness of the remedy. Therefore, if secretion 


be already of normal amount, and the pulse be regular and 
fall, digitatis should not be included in the prescription 
Instead we should give diuretin combined with an infusion 
of broom-tops. Itmay be remarked that a feeble irregular 


pulse is not in itself a sufficient sign that digitalis is 
required. The effect of the drug, if given too continuously 
or in too large a dose, is to make the pulse very rapid an 
very weak, and to lessen the renal secretion. In all 
cases, therefore, where these symptoms are observed 
it is well to inquire as to what treatment, if any, 
has been adopted before we venture upon the use of this 
remedy. It may well be that digitalis has already been 
given in excess and ought at once to be replaced by 
strychnine and stimulants. So, also, if there be great dila- 
tation of the right side of the heart with tricuspid regur- 
gitation, digitalis should be given with caution, for by 
heightening the vigour of contraction of the right ventricle 
we run the risk of st dangerously the leakage 
back wards into the overcharged systemic veins. Again, in 
cases of early aortic regurgitation digitalis is a dangerous 
drug to employ, but at a later stage when mitral incompe- 
tence has become established its use is followed by very 
satisfactory results. There is one other point which may 
be noted: digitalis acts not only upon the heart but also 
upon the coats of the peripheral vessels of the general 
system causing them to contract. They therefore offer 
increased resistance to the driving force of the heart. If 
the heart be gravely degenerated, as in the fatty heart 
which is common in elderly persons, or in the acute dege- 
neration of the heart which is often seen in cases of 
chronic heart disease at all ages, this resistance may be 
so great that the cardiac contractions are unequal to the 
effort of driving the blood through the narrowed peripheral 
vessels, and the heart stops beating. A sudden cardiac 
failure from this cause, then, may be 
by the very means which we adopt in hope of 
preventing it. 

If we desire to obtain the tonic influence of digitalis 
upon the heart walls without causing a corresponding con- 
traction of the peripheral vessels, we can neutralize its 
effect upon the latter by combining each dose of the 
remedy with a proportion (20, 30, or more drops) of the 
spirits of nitrous ether, which has the property of causing 
dilatation of the small vessels both of the kidney and the 
general system. Or we may make use of another cardiac 
tonic—the tincture of strophanthus. This drug, although 
it acts upon the heart Jike digitalis, has much less power 
of causing contraction of the peripheral vessels. 

Although as a cardiac tonic digitalis is the remedy 
we value most, its efficacy as a diuretic may be further 
enhanced by giving it in combination with other drugs 
which promote diuresis by different means. A copjanction 
with drugs which have a special action upon the renal 
epithelial cells is usually attended with the best results, 
for in cardiac dropsy the cells are healtby, and capable, 
therefore, of responding to stimulation. he citrate of 
caffeine is ape the most useful of these drugs in 
ordinary cases. This remedy, like digitalis itself, has the 

wer of compensating for valvular insvfficiency and 
improving the rbythm of the heart, and it bas also its 
own special endowment of stimulating the kidney cells of 
the tubules. The combination is further strengthened by 
the addition of sweet spirits of nitre, as dilator of the 
afferent vesrels of the kidney, in doses of 30 to €0 drops. 
In giving this combination it is best to prescribe the 
digitalis alone or in conjanction with the nitrous etber for 
two or three days before adding the caffcine. as digitalis 
requires to be taken several days before its effects become _ 
noticeable. The dose of caffeine should be moderate 
(grains ij to iij two or three times a dey). as stimulation of 
the epitbelial cells of the kidney should always be looked 
upon as a temporary measure which is not to be abused, 
and may do harm if carried to excess. 

The infusion of broom-tops is another safe remedy 
which may be usefully combined with digitalis. It con- 
tains sparteine, an alkaloid which has an action upon the 
heart similar to that of caffeine, and also contracts the 
efferent vessels of the kidneys. An ounce of the infusion 
given in conjunction with a dracbm of infusion of Aigitalis, 
30 to 60 drops of spirits of nitrous ether and 60 to 90 drops 
of the acetate of ammonia solution, is a diuretic of gre ut 
value both in cardiac dropsy and in that which results 
from renal disease after the acote stage is at an end. 
Nitrous ether is one of our most valuable diuretics and 
can be inc!uded in most combinations; but it is incom- 
patible with diuretin and the salicylates, and also with 
antipyrin and any drug containing tannin. Its good effects 
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are perhaps most noticeable when given in combination 
with acetate of potash, digitalis, and squill. Diuretin, 
again, is a remedy which we could ill spare. It is most 
useful in cases where digitalis has failed to bring relief or 
could not be taken without unpleasant effects. The drug 
has little or no action upon the cardiac muscle and appears 
to exert its influence as a diuretic quite apart from any 
increase of the blood pressure. It may therefore be given 
without misgivings when blood pressure is high and when, 
as a consequence, digitalis and other cardiac tonics are 
not desirable remedies. Diuretin has been found of 
especial value in cases of acute cardiac dropsy where the 
symptoms appear very suddenly. It may usefully 
combined with infusion of broom-tops and small doses of 
tincture of strophanthus. 

Some cases of cardiac dropsy resist treatment with 
extreme obstinacy. Although the diet may be arranged 
carefully both as to quantity and quality and the bowels 
kept regular and free, the patient seems to be unable to 
respond satisfactorily to any treatment, and meets every 
fresh combination of diuretic remedies with the same 
disappointing insensibility. When progress seems thus at 
a standstill, there are two drugs, either of which will 
often bring about a welcome change in the situation. One 
of these is tincture of cantharides. I look upon this 
remedy as one of our most useful means of promoting 
diuresis in cardiac dropsy. Its action is upon the secreting 
cells cf the tubules, and the effects manifest themselves 
very quickly. I have often seen a formidable quantity of 
fluid disappear in the course of a few days under the 
influence af this remedy, although all previous treatment 
had failed to make any impression upon the complaint. 
The dose may be 2 or 3 to 10 minims, according to the 
age, given several times a day. The tincture can used 
in combination with any other remedy, and may be use- 
fully added to a mixture containing caffeine, tincture of 
strophanthus, and spirits of nitre. 

The other remedy which in obstinate cases can often 
be given with conspicuous success is mercury. Either 
calomel or blue pill may be employed, but I prefer the 
latter. This remedy is well known as a useful addition 
to digitalis and squill when these drugs are prescribed for 
their diuretic action, but it is when given alone that the 
effects of blue pill are most strikingly manifested. The 
cases which are best fitted for this treatment must be 
chosen with care. The drug seems to have an action 
complementary to that of digitalis, and to prove most 
efficient in cases where the latter has failed to increase 
materially the urinary secretion. It may therefore be 


- regarded as belonging to the same group as diuretin and 


caffeine. Mercury is to be avoided if renal disease be 
present, and when given should not be pressed if diuresis 
do not result in the course of three or at the most four 
days, for it is in such cases that the system may possibly 
be unfavourably affected by the treatment. I have given 
blue pill in doses of 3 grains three times a day in man 
cases, both to young people of 10 or 12 years of age an 
also to the adult, and have found it to be very well borne 
and produce free secretion; but when diuresis has been 
fully established I have made it a rule to discontinue the 
mercury and replace it with a mixture of caffeine and 
spirits of nitre with infusion of broom-tops. If the 
mercurial be continued too long we run the risk of setting 
up stomatitis; and in any case it is wise while the 
remedy is being taken to wash out the mouth several times 
a day with a suitable antiseptic solution. The drug is 
supposed to act by increasing the formation of urea, which 
is well known to have a powerful diuretic action, or 
possibly it may directly stimulate the renal cells. The 
mercurial treatment should be reserved for cases which 
have proved obdurate to other methods, and it is fortu- 
nately in just such patients that the most successful 
results have been observed. 


Messrs. 8. F. EDGE, Limited, have issued a catalogue 
of their 1911 noiseless Napier cars. Special attention is 
called to the colonial Napier models, which are built to 
suit the varied requirements. 

THE International Exposition of Food, Brewing, Wines, 
Liqueurs, and the Industries relating thereto, with a sec- 
tion of medico-pharmaceutical hygiene, is to be held at 
Antwerp this year. The exposition will be open from 
September to November. It is under the patronage of 
Her Royal Highness the Countess of Flanders. 


ON ‘SOME POINTS CONNECTED WITH THE 
SERUM TREATMENT OF DIPHTHERIA.* 


BY 


E. W. GOODALL, M.D.Lonp., 


MEDICAL SUPERINTENDENT OF THE EASTERN FEVER HOSPITAL, 
: HOMERTON, N.E. 


Tue serum treatment of diphtheria has now been in the 
hands of the profession for so long a period—namely, 
upwards of sixteen years—that it may possibly be a 
matter of surprise to some that it should be chosen as 
the subject for discussion now. I understand, however, 
that there are special reasons for this choice. Hitherto, 
in London at any rate, the serum treatment of diphtheria. 
amongst the poor has been almost entirely confined to 
hospital practice. Partly because the medical practitioner 
knows that if he notifies a poor person to be suffering 
from diphtheria, the patient will speedily be removed to 
hospital, there to receive appropriate treatment, and 
y because, even if he wishes to make use of serum 
fore the removal of the patient, he is deterred by the 
expense of the remedy, it is rarely that a patient is 
treated with antitoxin before he is removed to hospital... 
There is no doubt that any considerable delay in the 
employment of antitoxin in the treatment of diphtheria 
is highly detrimental to the interests of the patient. In 
order, therefore, that the poor patient may subjected 
to the most efficacious treatment at the earliest possible 
moment, even before removal to hospital, the Local 
Government Board on August 15th last issued an Order 
sanctioning the provision by the councils of the metro- 
politan boroughs of a temporary supply of diphtheria 
antitoxin. I understand that the City of Westminster is. 
proposing to avail itself of this Order and to supply 
medical men residing in that city with autitoxin for use 
in suitable cases. This action of the public health 
authority may result in forcing the serum treatment of 
diphtheria upon the notice of some who have not up to 
the present been practically concerned with it. In com- 
the request of the Executive Committee of | 
our Division to read this paper I take the opportunity of 
ringing forward certain points connected with the anti- 
— treatment which do not appear to be generally 
own. 
I wish, in the first place, to make it quite clear that 
Iam myself most firmly convinced of the value of anti- 
toxin in the treatment of diphtheria. I have had an 


‘extensive experience of the disease reaching back to eight. 


yee before the discovery of the serum method, and 

regard the antitoxic serum as a specific. But at the 

same time I am of opinion that there are certain limits to 
its use, and what they are I shall presently indicate. 

Another point I.am also quite decided upon, and that is. 
the importance of early treatment. As I am so certain 

upon these two points it may be said to me that the only 

limit to the use of antitoxin is the limit of dosage—that if 

a person is suffering from diphtheria, or is suspected to be 

suffering from diphtheria, he should have antitoxin. That. 
is a view I myself held some years ago, but a more exten- 
sive experience has led me to modify it. I think that the 

most convenient course I can take in this paper is, first, to . 
give the reasons for the modification which I have deemed 
it desirable to make in my opinion and therefore in 
my practice, and, secondly, to point out in what these 
modifications of practice consist. 


Serum Sickness. 

Immediately after the introduction of the serum treat- 
ment of diphtheria in 1894 it was observed that in a 
certain number of the patients treated symptoms appeared 
of such a nature as very rarely indeed occurred in 
diphtheria cases not treated with serum. It soon became 
clear that these symptoms were due to the serum. As 
serum treatment was extended to other diseases—such as 
tetanus, streptococcal infection, and enteric fever—it was 
found that the symptoms alluded to were not due to the 
antitoxic or antimicrobic principle in the serum, but to the 
serum itself. Serum from a horse which bad not been 
immunized against any disease was found to produce these 


* A paper read before the Westminster Division of the Metropolitan. 
Counties Branch of the British Medical Association. ‘ 
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toms in a certain number of persons. The symptoms 
pbs, ver and a rash, usually urticaria or a vale of 
erythema multiforme. These symptoms occur in about 
er cent. of the cases treated. But, besides them, other 
and much more unpleasant Fn pan were observed, 
though less frequently, in 3 or 4 per cent. of the cases— 
namely, acute pains in joints, tendons, and fasciae, with 
fever. Occasionally the joints were swollen. There was, 
in fact, arthritis. such cases the symptoms bear some 
resemblance to an attack of rheumatic fever. I need 
hardly say that an attack of this kind is most unpleasant. 
It was recognized at the time that this added illness 
might act prejadicially on a patient who was just recover- 
ing from a severe attack of diphtheria. but if, was felt that 
the risk of harm from the “serum sickuess ’—to use the 
expression of von Pirquet and Schick'—was less than that 
which was incurred if the patient was left to the mercy of 
an attack of diphtheria. One other observation was made 
in respect of these symptoms, the significance of which 
will appear later—that they rarely set in before the 
expiration of a week from the injection of the seruam—that 
is to say, after what might be called an incubation period 
of some duration, which in some instances is prolonged to 
as long as even three weeks. 

This febrile attack, with a rash and in some cases also 
with arthritis, constitutes what has been termed the 
“normal reaction” due to horse serum. As the horse 
is the animal which is almost solely employed for the pro- 
duction of the various curative serums, our knowledge of 
the serum sickness is almost entirely derived from the 
use of horse serum. But it is known that the serum of 
other animals will give rise, more or less markedly, to the 
same effects. 

As I have said, the relation between the sickness and 
the serum was recognized as soon as the antitoxin treat- 
. ment was in fall swing. In the vast majority of cases the 
sickness, though it may be unpleasant, is not dangerous; 
and the normal reaction has come to be looked upon as a 
minor evil that has to be put up with. 


Abnormal Reactions. 

Besides the normal reaction there are other reactions 
due to serum, which have been called “abnormal reac- 
tions,” because they differ- very widely in their appear- 
auces from the normal reaction. In some cases the 
difference is rather one of degree than kind; but in others 
the phenomena are totally different from those of an 
attack of ordinary serum sickness. It was some time 
before these abnormal reactions were recognized and the 
circumstances under which they arose defined. They 
may be divided into two main classes—the one in which 
the patient has previously been injected with serum, the 
other in which he has not. 


. Abnormal Reaction after Second Injection. 

The first class may be subdivided into three groups. 

The first, in which the symptoms appear after the usual 
incubation period of not less than one week, but they 
are unusually severe, and occasionally a symptom not seen 
in an ordinary attack of serum sickness is met with. The 
following is an example of this form of abnormal reaction. 
I select this. instance—as I shall later select other 
instances—because it happened to and is related by a 
medical man, who is able to describe the symptoms much 
more graphically than could be delineated by the mere 
passive observer. Dr. W. Bligh? was led to relate his own 
“tale of woe” by the publication of a somewhat similar 
tale by Dr. R. Thorne Thorne, whose account of his own 
case I shall presently read to you. ° 

About four years ago I gave myself a prophylactic dose of 
antidiphtherial serum of 1,000 units in the left forearm. Nine 
days after an urticarial rash ap ed all over the left muees 
pany oad but nowhere else. It disappeared within a day 
or two. 

You will notice that after that injection Dr. Bligh 
suffered from a mild attack of ordinary serum sickness. 


Eighteen months ago I again gave myselfa similar dose, in the 
same place. On the evening of the ninth day, after dinner, I 
suddenly came out in an urticarial eruption over the left arm, 
front of chest, and abdomen. The rash appeared literally in a 
few minutes, and was very profuse. I walked from my drawing- 
room into my ric op f a distance of a few paces, to consult Dr. 
Kanthack’sarticle in Professor Sir Clifford Allbutt’s Medtcine on 


the subject. Before I found the reference the rash disappeared, 


and I was immediately seized with such faintness that I had to 
lie prone on the floor. In a few minutes I had sufficiently 
recovered to crawl upstairs on hands and knees and climb into 
bed. Pari passu with this improvement of feeling out came the 
urticarial rash once more all over my body, on the abdomen and 
thorax the wheals being as large as a good-sized plate. Ina few 
minutes more the lips and buccal surface of the cheeks began 
to swell, and a most uncomfortable feeling behind the sternum 
and in the epigastrium became noticeable, suggesting that the 
oesophagus and stomach were taking t in the orgy. I 
passed a most uahepey night, no vomiting, like my brother 
sufferer, Dr. Thorne Thorne, but a continued misery of feelin 
that the post-sternal and epigastric pain would go if I aaa 
only bring up flatus. However, between 3 and 4 a.m. the dis- 
comfort abated, sleep came, and I awoke later in the morning 
feeling quite well, with the rash gone, and able to do my day’s- 
work as thoagh nothing had occurred. 


On this occasion Dr. Bligh suffered from a much: more 
severe attack of serum sickness, and the symptoms were 
unusual in that they came on very abruptly, the rash 


invaded the mucous membranes, and there was faintness. 


But the incubation period was present, and was of 
customary duration: 


In the second group the symptoms may or may not be 
of extraordinary severity or character, bat the 


istic feature is that, while there is an incubation period, 


its duration is shorter than usual. Instead of being seven 


days or more it may be twelve hours to six days. This- 
is the “accelerated reaction” of von Pirquet and Schick. | 


The following is an example of this reaction. 


' Louisa C., aged 6 years, received 12,000 units of antitoxin for 
an attack of diphtheria. This was followed by a slight rash 
four days later,* and by a second rash, fever, and joint pains 
on the ninth day from the injection. Some weeks later the 
child had a rela of diphtheria, and she was again treated 
with antitoxin, 6,000 units of which were given 109 days after 
the first injection. The next day an erythematous eruption 
made its appearance, which-lasted for several days and was: 
accompanied by sh febrile ‘symptoms, the temperature 
being 104° F. and 105° F. on the fourth and fifth days of the: 


Another and more severe instance of the accelerated’ 


reaction is the case of Dr. R. Thorne Thorne,’ which I now 


relate in his own words. 


I suffered from a mild attack of diphtheria in 1889, followed’ 
by a troublesome paralysis, and hence I have since on three 
different occasions injected myself with a prophylactic dose of 
the serum (1,000 units) when attending cases of diphtheria in 
which I have been more than usually exposed to a virulent 
infection. My first injection was in December, 1902, after which 
I suffered from a slight urticarial rash round the seat of injec- 
tion. My second was in September, 1904. This was followed 
by a more general rash and some malaise. My last injection 
was in November, 1907. Two days after the injection I felt very 
unwell; three days later I could hardly do my work as I felt so: 
ill, and my suboccipital lymphatic glands were enlarged and 
tender. On the night of the seventh day I went to bed witb 
the intention of stopping there next day, as I felt unfit for 
work, and was suffering from a more or less generalized 
urticaria. At 12.30 a.m. I awoke feeling sick, and vomited 
almost continuously for half an hour, till I was quite exhausted. 
The rash by this time had become general, and on the abdomen 
was in places quite the size of a five-shilling piece, and raised 
nearly half an inch. I was completely covered from head to 
foot with the exception of the palms and soles. The irritation 
was almost unbearable. At 3 a.m. I was again seized with 
vomiting, which Jasted quite half an hour. By this time my 
tongue swollen, due to the urticaria, and I found some 
difficulty in breathing. At 4a.m. the joints below the hip and 
shoulder were attacked, and became so swollen that I could not 
bend my fingers. By 8 a.m. the rash had almost gone, and 
I ‘felt better, but on getting out of bed I found that I could not 


stand, and fainted. By the evening I felt well, but very shaken | 


and weak. My ag, go was normal during the week pre- 
ceding the attack. know that I had eaten nothing which 


_could have upset me, and I believe that the vomiting was due 


to urticaria of the stomach. I also experienced some thoracic 
and abdominal pain during the height of the attack. 


The characteristic feature of these two cases is that the 


symptoms of serum sickness began to show themselves 


earlier than usual, within twenty-four hours in the case of 
the little girl, and two days after the injection in that of 
Dr. Thorne Thorne. It will be noticed that Dr. Thorne 


Thorne suffered from faintness, and that his attack was 


much like that experienced by Dr. Bligh. 

In the third group the symptoms of the serum reaction 
occur within a few minutes or five or six hours of the injec- 
tion of serum. This is the “immediate reaction” of von 
Pirquet and Schick. In my experience I have only once 
known the symptoms of a serum reaction to appear 


* Occasionally the incubation period of a normal reaction is less 
than a week. 
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between the sixth and nineteenth hour after an ivjection— 
‘that is to say, that an immediate reaction occurs within 
six hoursof the administration of serum, and an accelerated 
reaction after a lapse of about eighteen hours. In one 
case a reaction which I regarded as accelerated occurred 
twelve hours after an injection. The symptoms of an 
immediate reaction are prone to be severe and even 
‘dangerous, and to be different in their character from 
those of the other reactions. The following is an instance 
of this reaction.‘ 


* Elsie E., aged 3 years, suffering from a severe attack of diph- 
theria, received by subcutaneous injection 4,000 units of anti- 
toxin on each of the days October 26th, 27th, and 28th, and 2,000 
‘on the 29th, 14,000 units in all. A slight erythematous rash 
came out on November 20th, and lasted for three days. On 
December 14th symptoms of a relapse of diphtheria set in, and 
the next day, that is, fifty days after the first injection on 
‘October 26th, 4,000 units were injected beneath the skin. 
Within a quarter of an hour the child was very sick, and was 
covered with an urticarial rash. Two and a half hours later 
-she had a rigor which lasted about half an hour. She became 
cyanosed, and the pulse was rapid and feeble. She gradually 
recovered though the rash was present the next day. A second 
rash made its appearance on December 21st and lasted to the 
23rd, during which time the patient also suffered from fever. 


The symptoms of the immediate reaction differ from 
those of the other reactions which I have described in 


their severity and the explosive suddenness with which 
‘they show themselves. Besides the rash—which may 


invade the whole of the skin, and, if would seem, certain 
‘of the mucous membranes also, in a very few minutes— 
‘there are a high temperature, cyanosis, and a rigor. 
Occasionally there is collapse, and in one case under my 
care there were convulsions and drowsiness. 

Now, in each of these three groups of cases the peculiar 
‘symptoms manifested themselyes in consequence of an 
‘injection of serum given for a relapse of diphtheria some 
considerable time after the first administration of serum. 
I drew your attention to the fact that an attack of serum 
‘sickness was preceded by an incubation period of about 
‘seven to fourteen days’ duratiov. It is the merit of von 
Pirquet and Schick to have pointed out that an abnormal 
reaction did not occur in these cases of second injec- 
tiop, unless the second injection was given after the lapse 
‘of a period from the first injection which was longer 
thav, or at least as long as, the ordioary incubation period 
—that is to say, at least a week. These reactions are not 
‘set up by a second, third, or later injection, unless there is 
‘an interval of at least a week between the first and the 
one that produces the abnormal reaction. The shortest 
period that I have observed for an accelerated reaction 
‘has been eighteen days, which is, I believe, the shortest 
‘recorded, while the longest has been 1,851. Von Pirquet 
and Schick have reported an interval of seven and a half 
years. The extremes for the immediate reaction that 
‘have been observed in my cases have been twenty-one and 
four hundred and thirteen dayr, but Carrie’ has reported 
a minimum of ten days, and von Pirquet and Schick a 
maximum of three years. It is quite possible that there 
is no limit to the maximum period, and that an abnormal 
reaction may be set up, in a person who has once been 
injected, by reinjecting him subsequently at any time. 
There are many cases on record in which reinjections 
have been practised at short intervals, but the cases in 
which the interval between the two injections is long are 
few in number. 
7 From the clinical evidence I have brought before you, it 
is clear that the injection of serum into a human being 
may produce some changes in the blood or tissues, or in 
both, which may lead to a modification of the form of the 
serum sickness or reaction. The reaction is usually 
hastened; it may be severe, and in some cares uncommon 
symptoms are present. But, fortunately, it is not in every 
‘case in which reinjection is performed after an interval 
of some duration that these abnormal reactions occur. 
Daring the eleven years, 1897 to 1907, there were 164 
cases of this kind of reivjection under my observation; of 
these, 27 showed marked and 51 less marked reactions. A 
‘considerable number of similar cases have been reported 
in various medical journals.* : 

In a certain aumber of persons, therefore, the injection 
‘of a foreign serum Jeads to an increased susceptibility or 


*I have not included amongst these 78 cases of abnormal reaction 
‘any A atin the signs of the reaction were limited to the site of 


_ given 


supersensitiveness to the serum, a condition which is 
shown by the greater readiness of the reaction to appear 
and its greater severity. In consequence of the occurrence 
of these abnormal reactions in persons treated with anti- 
toxin and of certain still more serious results, to which I 
shall presently refer, the subject was specially investigated 
by bacteriologists and physiologists in the United Stater, 
though it had been inquired into previously by certain 
Continental physiologists who were engaged in re- 
searches into the causes of immunity. A vast amount of 
experimental work has been accomplished as a result of 
these investigations, and from it one fact emerges quite 
distinctly, and that is that if you inject a foreign protein 
into an animal you render the animal peculiarly sensitive 
to that particalar protein. By “foreign” I mean not 
derived from the animal injected or one of its species. 
The protein may be of any kind and of animal or vege- 
table origin, such as, for example, blood serum, white of 
egg, milk, and bacterial extracts. In some animals and 
with some proteins supersensitiveness is produced with 
remarkable ease. Thus, the injection of ;,55 ¢.cm. of 
horse serum into a guinea-pig renders the animal so 
extremely sensitive that the injection of 35 c.cm. or 4 c.cm. 
a fortnight or more afterwards will almost invariably 
cause the rapid death of the anima]. The condition of 
supersensitiveness thus produced has been termed by 
Richet, one of the earliest workers at the question, 
“ anaphylaxis,” meaning the opposite to protection. The 
animal, so far from being protected against the foreign 
proteip, is very much more susceptible to its actiov. As I 


‘am this evening dealing with the subject only from a 


practical standpoint, I shall not enter into any discussion 
of the hypotheses that have been put forward to account 
for the prodaction of this condition, which is possibly a 
stage in the acquirement of immunity. 


Abnormal Reaction after First Injection.. 


So far I have been talking only about the first of the 
two classes into which [ said the abnormal reactions 
might be divided—namely, that in which the patient had 
been injected with serum on a previous occasion. I now 
pass to the second class, in which an abnormal reaction 
follows a primary injection. a 

Now I said before that an ordinary attack of serum 
sickness did not as a rule come on till a week or more 
after the primary injection. Occasionally it may arise 
earlier, but if it does it is not necessarily severe or excep- 
tional. But in the cases I am now about to speak of the 
symptoms are of a different character and alarming 
ters om Agaip I will avail myself of the description 

y & medical man of his own case and take that 
given by Dr. Arent de Besche,° who was the patient. 


A medical man, 30 years of age, went on Sunday evening, 
December 5th, 1908, to visit a patient who was suffering from 
an affection of the throat, which was strongly suspected o being 
diphtheria. During the examination the patient coughe 
straight into the face of the doctor, and the circumstances of 
the place were such that the latter was unable to wash or 
disinfect himself till he reached home, nearly an hour later. 
The next day the diagnosis of diphtheria was confirmed 
bacteriologically, and the doctor, being persuaded that he bad 
in all probability been infected with diphtheria, decided to have 
a prophylactic injection of serum. He received from one of the 
medical steff of the department of infectious diseases of the. 
Municipal Hospital in Christiania an injection of 1,000 units of 
antitoxin in 2 c cm. of horse serum—a dose which is often given 
to the smallest child, and is only a fraction of the amount 
which is given toadults. The injection was made in the right 
side of the abdomen at the level of the umbilicus, and it is quite 
certain that no air was also injected. It should further be 
noted that before the injection the patient was in perfect hea|th 
and had never before in his life been injected with serum. The 
—— was given at 1.30 p.m., and the patient immediately 
left the hospital to go home. He had hardly been gone five 
minutes when he began to feel an intense irritation in the nose 
and eyes, and sneezing came on so severely that he had to be 
constantly using his handkerchief. Shortly afterwards he 
began to cough,and ten minutes later urgent dyspnoea set in, 
with wheezing in the chest, just as in an attack of asthma. 
The dyspnoea rapidly increased, the respiration became 
stertorous, and the patient qk became so helpless and ill 
that he was on the point of falling. He was obliged to appeal 
for help to the first passer: by in the street, and, with the aid of 
two men, was taken to one of the tram waiting-rooms and laid 
on a bench. Then there came on extreme breathlessness. pro- 
nounced lassitude, and a sensation of dissolution. The patient 
shivered, and his lower extremities, as well as his arms and 
hands, were cold. His hands were also extremely cyanotic; he 
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could not feel his pulse. After some time he was taken home 
in a carriage and was placed, in a helpless condition, on a sofa. 

A doctor was sent for; Dr. H. J. Vetlesen attended, and the 
following notes were made by him: 

I arrived at 3 o’clock—an hour and a half after the pati 
had been injected. The patient was lying, fully clad, on a sofa. 
His face, lips, cheeks, and ears were extremely cyanotic, and 
bis hands were also in the same state. He was restless, and 
kept tossing himself from one side to the other and rubbing 
his back and abdomen with his hands; he was breathing 
heavily; the respirations were laboured, not wheezy, but 
stertorous. The patient gave me the impression of being ina 
very feeble state; his nose was stopped up as by a catarrh ; he 
was constantly using his pockethandkerchief, and had used 
three in a short time. His hands were cold; his face, though 
cyanotic, was warm. His pulse could not be felt. It seemed to 
me that the patient was too weak to sit up, so that a thorough 
ae examination could not be made.... The sounds of 
he heart were audible and clear. 

The patient gradually recovered, the only fresh symptom 
being irregularity of the pulse. By 8 p.m. he felt quite well 
again. He passed a good night. Next day there was redness 
and swelling round the site of injection, which spread to the 
loin and scrotum, and caused some annoyance. This lasted for 
three days. 

Dr. de Besche got off lightly ; for unfortunately there are 
several cases on record which have terminated fatally. 
The following is one such, reported by Dr. Gillette’: 

The patient was a man 52 years old, who was the subject of 
asthma. Dr. Gillette states: ‘‘ He asked me to administer diph- 
theria antitoxin to him, hoping it might cure his asthma... . 
On November 8th, 1907, I administered 2,000 units of antitoxin 

lobulin under the left scapula, taking all precautions not to 
inject directly into a vein, and also avoiding the injection of any 
air. He had about completed dressing when he said that he 
had a pricking sensation in the neck and chest; soon he sat 
down and said that he could not breathe, nor did he breathe 
again. I placed him upon the floor and called for help, and did 
all that seemed possible for him, but to no avail. His pulse at 
the wrist remained regular and fuil for some time after respira- 
tion ceased. He had a mild degree of cyanosis of the face, and 
the face was oedematous. He died in tonic spasm in ten 
minutes after receiving the serum.’’ An inquiry was held and 
an autopsy made, but nothing was found to account for death. 

Dr. Gillette subsequently collected and published the 
notes of 29 other cases of a similar nature, making 
50 cases altogether ; 16 of the 30 were fatal.? Most of them 
occurred in the United States. One such case has occurred 
in this country in the person of a young woman who died 
at Kidlington, near Oxford, in November, 1908, immedi 
ately after receiving a prophylactic dose of antitoxin.® 
Ihave not seen any account of this case in a medical 
paper. ‘ 

The symptoms in this class of cases are usually intense 
dyspnoea, with failure of respiration and collapse. Very 
occasionally there is a rash, which is usually urticaria. 
You will have noticed that in the case of the immediate 
reaction in a little gir], which I related earlier, there were 
cyanosis and collapse. In cases of that sort there may be 
dyspnoea, though it is rarely so severe as it is in the cases 
of an immediate reaction after a primary injection. One 
very important fact remains to be mentioned with regard 
to the second class of cases, namely, that the sufferers 
have many of them been the victims of asthma or some 
allied disorder. In some cases they have been persons who 
have had a peculiar idiosyncrasy tohorsee. Dr. de Besche, 
for example, could not go near a horse or into a stable 
without getting an attack similar to the one he underwent 
after the injection of serum, but with much milder sym- 
ptoms. Of the 30 cases published by Dr. Gillette 22 were 
the subjects of asthma or attacks of a similar nature. 
What the exact pathology of the attack is I do not profess 
te know. In the experiments on animals to which I have 
alluded above, the guinea-pig which has been sensitized 
to horse serum dies with symptoms which strongly 
resemble those of an attack of asthma in the human 
subject. There are respiratory embarrassment, coughing 
and sneezing, and breathing ceases before the heart stops 
beating. Auer and Lewis claim to have shown that the 
symptoms in these animals are due to constriction of the 
bronchioles and carbonic acid poisoning. But some recent 
experiments of Manwaring™ on dogs indicate that in 
those avimals, at any rate, another cause is at work, some 
autointoxication of hepatic and intestinal origin. The 
big gpa that are observed in the human being suggest 
that in one set of cases there is interference with the 
mechanism of respiration, but whether it is at the centre 
or periphery is not clear. In another set of cases, and 
more especially those in which the reaction follows a 


reinjection, the symptoms lead one to suspect that there. 


may be an affection of the respiratory mucous membranes 
like the urticaria which comes out at the same time all. 
over the skin. Further observatione, clinical as well as 
experimental, are required to clear these points up. | 


Antitoxin as a Prophylactic. 

Now, what is the practical outcome of these cases and 
experiments? . I think I have brought forward enough 
evidences to justify the mcdification I have made during 
the past few years in my views on the subject of serum 
administration. I have no desire to pose as an alarmist, 
but with a knowledge of such cases as_I have narrated 
above I am quite averse from using antitoxin as a pro- 
phylactic. Not only might it happen that the person 
treated was uaa y and peculiarly susceptible to the 
action of serum, even if he was not known to be 
asthmatic, but supposing that he was not naturally 
susceptible, it would not be unlikely that by the injection 
you would render him artificially so, in which case, if 
Ponsa se | it were found to be necessary to use anti- 
toxin remedially—a by no means unlikely event in these 
days of serums and vaccines—he would run the risk of 
undergoing a very unpleasant illness. There are some 
instances of outbreaks of diphtberia in institutions for 
the care of children, in which the use of antitoxin as a 
prophylactic, given cautiously and after due inquiry into 
the children’s life-history, may be justified. But I am 
strongly of the opinion that an indiscriminate use of 
serum as a propbylactic is not only unnecessary but. 
up justifiable. 

The next question ie, whether it is advisable to give 
antitoxin to persons who are only suspected to be suffer- 
ing from diphtheria. The answer to this is that it is 
partly a matter of probabilities, and partly one of the 
age of the patient. As a rule, doubtful cases of diph- 
theria are not severe cases, and in the cases of indi- 
viduals over 10 years of age a delay of a day or two 
will clear the case up and not prejudice the patient's 
chance of recovery. In patients under 10 there is onl 
one class of cases in which the diagnosis is doubtful an 
the disease dangerous—namely, the laryngeal caser. 
Diphtheria not infrequently commences in the larynx, 
and, in the absence of exudation upon the faucer, it is 
very difficult to say whether the case is one of diphtheria 
or not. If you can exclude such well known causes of 
laryngeal obstruction in children as measler, retro- 
pharyngeal abscesr, and the like, and are hesitating between 
a laryngitis due to diphtheria and one due to a less 
malignant organism, you must fear the worst disease, 
and bring against it the best remedy—namely, antitoxic 
serum. 


Antitoxin in Undoubted Diphtheria. 

In cases of undoubted diphtheria there is seldom neces- 
sity for hesitation as to the use of antitoxin. I should 
stay my hand only in the case of an asthmatic individual. 
If you are called upon to treat an asthmatic who has been 
unfortunate enough to contract diphtheria, ycu will have 
to choose between two evile. If the attack of diphtheria 
is severe, and especially if the larynx is involved, you will 


be compelled to risk his supersensitivenese. For, happily, 


it is not every asthmatic who is superseusitive. Dr. 
Gillette himself used to be one of those persons in whom 
an attack of asthma was set up by the presence of a horse. 
But he received two injections of horse serum which were 
followed only by very slight reactions, and apparently 
cured bim of his peculiar susceptibility. 

At the beginning of this paper I mentioned the impor- 
tance of the early administration of serum in diphtheria. 
This is to be emphasized, not only because of its beneficial 
effect upon the covrse of the disease, but because the 
earlier the treatment is begun the smaller is the dose of 
serum that it is necessary to give. Smallness of dose, 
strictly speaking, implies fewness of units; but in practice 
it nearly always also means smallness of volume. It is un- 
desirable to give large volumer, because the larger the 
volume the greater the chance of the occurrence of a 
serum reaction, and, in wy experience, of the production 
of the anaphylactic state. Serum of low antitoxic potency 
is pot so expensive as that of the high which it is necessary 


to employ in severe—tbat is to say, advanced—carer. Her ce 


early treatment is the most economical. I am not accus- 
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-tomed, however, to pay much attention to the history of 
-the case, but to judge each on its merits, as I see it, though 
-it may be taken as a rule to which there are few excep- 
tions, that in severe cases the severity of the disease 
directly d ds upon its duration. Severity of attack 
is shown extent of exudation and symptoms of 
toxaemia. 

The dose I am accustomed to give is from 2,000 units for 
-a mild case up to 20,000 for a severe case, repeating half this 
amount the next day if there is any increase in the severity 
of the disease. In most instances this will be sufficient, 
but in very severe cases, especially of the haemorrhagic 
-form, large doses should be injected. In one sense you 
cannot give too much serum; you cannot poison a person 
by an overdose, as you can with such drugs as morphine 
and strychnine. Nor is it necessary to take into con- 
-sideration the age of the patient, unless it be to reverse 
-the ordinary principles of dosage by giving larger amounts 
_of antitoxin to children than to adults. 

I have always administered serum by subcutaneous 
injection. No doubt the most efficacious method is by 
intravenous injection; but it presents considerable prac- 
tical difficulties, of which the chief is that it is by no 
means easy to pick out a vein in a small child who is the 
subject of diphtherial toxaemia. Of administration by the 
mouth or rectum, advocated by some writers, I have no 
experience. I am certain that by hypodermic injection 
-the serum will be retained and absorbed, but Iam not so 
sure that it will be, in any given case, if administered by 
‘the channels mentioned. 

Lastly, I will just touch on one question that may be 
asked, namely, can the unpleasant reactions I have been 
talking about be in any way prevented? So far as [ 
kaow, they cannot; there is conflict of evidence on the 
subject. But neither — the serum nor the use of 
any drug appears to be entire. y efficacious, though there is 
clinical evidence to show that large doses of calcium 
lactate will mitigate the rash of serum sickness. Anaphy- 
‘laxis can be produced in animals by feeding them on 
certain proteins, so that the rectal or oral administration 
cannot be expected to be free from risk of the unpleasant 
sequels. Bat this I will say, that it would seem as if 
there were some methods in the manufacture of the serum 
that were better than others so far as the avoidance of 
unpleasant effects is concerned ; for certainly during the 
past few years the antitoxic serum supplied to the Asylums 
Board’s hospitals has been less noxious than it was at one 
time. I have not, however, been able to ascertain the 
—- the undoubted improvement that has been 
effected. 
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A PRELIMINARY report by Captain Stevenson, I.M.S8: 
{The Scientific Memoirs by Officers of the Medical and 
Sanitary Departments of the Government of India; new 
series, No. 38, 1910), on the killing of rats and rat fleas by 
hydrocyanic gas has been issued recently. Fumigation 
with this gas has been largely used by the agricultural 
-departments in the United States of America and in South 
Africa, chiefly for the destruction of scale insects infesting 

lants. To produce the gas, an enamel ware vessel or a 
‘kerosene tin is placed in the middle of the room to be fumi- 
gated. Measured quantities of water and sulphuric acid 
are then placed in this, and when allis ready the potassium 
cyanide is dropped in, the operator bolting from the room 
as fast as he can get out. The man who measures out the 
potassium cyanide must use rubber gloves, otherwise he 
will almost certainly be poisoned, and the individual who 
drops it into the water and acid should do so at arm’s 
length, retiring, as has already been said, as fast as he 
can. So deadly is the gas, that a whiff of fairly strong 
vapour kills at once. Further, as it is somewhat inflam- 
mable, no naked lights must be left about the buildings to 
be fumigated. Apparently the gas is harmless to the 
plague bacilli themselves, but is very toxic to fleas and 
their hosts the rats. The risk attending the employment 
-of such a deadly gas as this would seem to be too great, at 
least for general use. 


THE ARGYLL ROBERTSON SIGN IN CEREBRAL 
AND SPINAL SYPHILIS. 
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PROFESSOR OF MEDICINE, UNIVERSITY OF BRISTOL; PHYSICIAN TO 
BRISTOL GENERAL HOSPITAL. 


Tue frequency and importance of the Argyll Robertson 
sign in tabes dorsalis and general ve is a matter 
of general knowledge, but there still seems some doubt 
as to its incidence in cerebro-spinal syphilis. In Dr. 
Risien Russell’s! very interesting opening address to the 
discussion on ophthalmoplegia at the Annual Meeting of 
the British Medica! Association last year, he asked the 

inent questions as to how far persons who have 

syphilis and have the Argyll Robertson sign have 
escaped tabes or general paralysis, and whether this sign 
is compatible with a syphilitic lesion which does not 
mean a tendency to progressive degeneration. It was 
disappointing that in the discussion which followed no 
decisive answers were given to these questions, desirable 
as it is that a point of such diagnostic importance should 
be settled. 

Dr. Mott,? in a discussion on syphilis in the Neurological 
Section of the Royal Society of Medicine, said on this 
point: ‘‘ There is one sign usually present which for all 
practical purposes is only met with in parasyphilis— 
namely, the Argyll Robertson pupil. No coarse random 
lesion will explain the constancy of this phenomenon; 
moreover, this condition, although a sign of syphilitic 
infection, does not occur in true syphilitic brain disease.” 

The Argyll Robertson phenomenon is to be regarded as 
an example of the selective action of a poison upon the 
central nervous system, inasmuch as a special group of 
neurones having a definite and restricted function is 
picked out and put out of action. It may be compared in 
this respect with the action of the diphtheritic poison in 


- paralysing accommodation. The parasyphilitic affections 


offer other examples of similar selective action of the 
virus—for example, the disease of certain fibres of the pos- 
terior roots in tabes. In cerebro-spinal syphilis, however, 
such results are conspicuously absent, the paralyses there 
met with are produced as the consequence of interference 
with the nutrition of the neurones by occlusion of vessels 
from endoarteritis or thrombosis, by their compression by 
exudation, or by destruction through gummatous tumours. 
A priori, therefore, ig would be unlikely that a sign like 
the Argyll Robertson pupil should occur in cerebro-spinal 
syphilis. 

.* 1903, in a paper® on this subject based on the 
analysis of 37 cases of syphilis of the brain and cord, I 
concluded that previous syphilis is not sufficient without 
some further change to lead to the presence of this sign; 
that its presence is evidence of a degenerative process at 
work within the nervous system, and this process is to be 

arded as a “parasyphilitic” one; but that it is reason- 
able to suppose that the degenerative process, of which 
the Argyll Robertson sign is one of the rg ma 
remain stationary at an early stage, or for a long peri 
without further development. An exampie of this arrest 
is seen in some cases of tabes dorsalis. With some 
exceptions to be mentioned later, this view, if correct, 
bar nnd practically confine the sign to parasyphilitic 
infections, 


In a recent analysis of 48 cases of syphilis of the brain - 


and 21 of the cord, 69 in all, I obtained the following 
results with regard to the Argyll Robertson pupil. In 
every case there was a clear history of syphilis, or some 
undoubted syphilitic lesion, and, in addition, in the later 
cases Fleming’s test was positive. Out of the 69 cases, 
the Argyll Robertson pupil was present in 2 of cerebral 
syphilis. One of these was a man of 32, apparently with 
syphilitic —— of the convexity; he had headaches, 
was apathetic, forgetful, depressed, with indistinct or 
a. slurring speech and exaggerated knee-jerks. 

e wed no improvement under treatment, and 
his symptoms suggested the possibility of an early 
stage of general paralysis. The other patient was 
a@ woman, aged 45, who suffered from right facial para- 
lysis twelve years ago, five years ago was under my 
care for cerebral syphilis, with right hemiplegia and 
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Argyll Robertson pupil, and has developed on the hemi- 
plegia a typical tabes dorsalis. In another patient there 
was ysis of the right third nerve, with or 
sion, but recovered under treatment. In six patients 
the pupil reaction to light was sluggish, but not absent, 
and in three of them much more brisk under 
treatment. One of these suffered from epileptiform fits, 
both | onange and localized, with headache and vomiting ; 
two from hemiplegia, with headache and vomiting; one 
from meningitis of the convexity, with hemiparesis, 
cranial nodes, and double optic neuritis; the fifth was a 
patient with ation syphilis, with cerebral symptoms 
and optic neuritis; and the sixth was a patient ering 
from syphilitic cerebro-spinal meningitis, with hemiplegia 
and intense optic neuritis. So that optic neuritis, in vary- 
ing intensity, was present in three of the six cases with 
a sluggish reaction; optic neuritis does not, of course, 
abolish the light reaction. Of the 21 spinal cases, in one 
the light reaction was sluggish, and in two the Argyll 
Robertson sign was present. Of the latter, one was a 
rather remarkable case. The patient was a man, aged 32, 
who had had left hemiplegia two years before, from which 
recovery was not complete. admitted, he was 
dull, apathetic, and had some mild delusions as to 
place and as to his circumstances. The cord affection 
corresponded to Erb’s syphilitic spinal paralysis, and 
was of very gradual onset, with the usual affection 
of the bladder, great exaggeration of deep reflexes, and 
double extensor plantar reflex. The pupils were very 
small. He made, under mercurial treatment, an unex- 
pectedly good recovery, both as to his mental and physical 
state, and was able to return to work. The Argyll 
Robertson sign persisted. In the other case the cord 
affection was of the same kind, with no affection of sensa- 
tion, no ataxy,and no symptoms except slight incontinence 
beyond those clinically referable to degeneration of the 
pyramidal tracts; the disease was also of very gradual 


onset. 


It is an interesting point that the only cases ting 
the Argyll Robertson sign —— my cases of syphilitic 
disease of the cord are cases belonging to the clinical 
group of syphilitic spastic paraplegia, first described by 
Erb. Wilfred Harris‘ states that in Erb’s syphilitic 
spinal paralysis “ sluggishness of pupils, or even complete 
reflex iridoplegia may, however, be met with.” Although 
presenting the same clinical features, it is probable that 
these cases do not all own the same pathology. If some 
of them are due to a primary mg of the pyra- 
midal tracts as a result of syp ilis, then they would 
represent a degeneration of the efferent neurones analogous 
to that of the afferent fibres.in tabes, and come under the 
parasyphilitic affections. Harris quotes Wimmer as 
stating that in only 4 cases examined pathologically was 
there a pure degeneration of the pyramidal tracts, but it 
may be added that the records of autopsies are few. From 
the recorded cases Nonne® gives the following four condi- 
tions as underlying this form of paraplegia: (1) Chronic 
myelitis in patches, with ascending and descending 
degenerations ; (2) these changes combined with a pri 


- degeneration of the pyramidal tracts; (3) degeneration of 


the pyramidal tracts only; and (4) a combined primary 
postero-lateral tract degeneration. 

I suggest that it is with the group of pure degeneration 
of the pyramidal tracts that the Argyll Robertson sign will 
be found associated, and that the condition is a para- 
syphilitic one. 

connexion with syphilitic —- disease, it may be 
added that Dr. W. Harris® found “complete or partial 
Argyll Robertson pupil” in three cases of chronic syphilitic 
poliomyelitis. These cases were a very late sequel of 
eqphilis, in one of the three appearing twenty-five years 
infection. 

In analysing the above cases, I have not taken into 
account a unilateral loss of the light reaction, because it is 
then more difficult to exclude local causes; in four or 
five of the cases unilateral loss occurred in association 
with paralysis (complete or incomplete) of the third nerve 
on the same side. Moreover, if the Argyll Robertson sign 
is rightly considered as the selective action of a poison, 
both pupils should be affected. So far as my cases go, 
therefore, they entirely support the contention that this 
sign is not a symptom d in pure cerebro-spinal 


syphilis, and that its presence is an index of a degenerative: 
process at work in the nervous system. 

The contrast with tabes and general paralysis, in which: 
the sign is present in about 70 per cent. or over of the 
cases, is too striking to call for further remark. 

In testing the cases no further precaution was taken’ 
than always to place the patient opposite a good light 
(daylight), cover both eyes, and see that they did not 
accommodate. 

I have referred throughout to the fully developed ll 
Robertson sign only, because merely sluggish pu 
a = certain connexions suggestive, have not the 
same clinical significance. Further, it is now certain that. 
in recent cases and under efficient mercurial treatment, an. 
absent light reflex may sometimes be regained. 

There are one or two other conditions under which the 
Argyll Robertson sign may be present, but the associated 
symptoms should prevent any error in diagnosis. Thus, 
Dr. Farquhar Buzzard,’ in the discussion on ophthalmo- 
plegia, mentioned cases in which the sign was present in 

sts of the third ventricle, and in tumours of the optic 

mus extending to the corpora quadrigemina. Other 
observers have also noted it in lesions of the corpora 
uadrigemina, but it does not invariably accompany them. 

t is also present in optic atrophy, but not in optic 
neuritis. 
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In order to determine the attitude of those members of 
the medical profession who are specially competent to 
express an opinion upon the subject, inquiries have been 
made b the medical superintendents of most of the 
principal sanatoriums of England and Wales as to the 
value attached by them to the use of tuberculin. = — 

The replies received show clearly that tuberculin is a 
remedy viewed with favour by the large majority of the 
medical superintendents of the sanatoriums of the country. 
The view of Dr. Wilkinson and Dr. Fraser, M.O.H. Ports-- 
mouth, that tuberculin is a useful therapeutic agent in 
the treatment of pulmo: consumption, is thus endorsed. 

When we consider the types of cases suitable for the 
administration of tu in, we are confronted with 
considerable diversity of opinion. Broadly speaking, how- 
ever, we may conclude the majority of competent 
observers are agreed that the most suitable cases are the 
early, not markedly febrile, group, and that the remedy is: 
contraindicated in mixed infections and in acute febrile 
cases. In other words, expert opinion inclines to the view 
that the cases suitable for the administration of tuberculin 
must be carefully selected. 

In the next place the question was asked whether 
tuberculin was a remedy which might be safely and 
properly administered at a tuberculin dispensary where | 
the patients attend once or twice a week for the purpose 
of receiving injections. To this question the replies 
received were practically unanimously in the negative, the 
opinion being again and again expressed that tuberculin as 
a therapeutic a ee only to be administered with 
caution and under itions of the most constant and 
careful control. : 

The fourth question asked was whether the establish- 
ment of tuberculin dispensaries could replace sanatoriums. 
To this question the answers were emphatically in the 


tive. 

nally it was asked whether the best conditions for the 
administration of tuberculin were not such as obtain in 
sanatoriums where the patient is under constant skilled 
supervision and control. In every case the answer was in 
the affirmative, the opinion being frequently stated that 
these conditions were precisely those which justified the 
use of tuberculin for therapeutic purposes. 
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The views of the sanatorium authorities may be summed 
‘up in the statement that in their opinion tuberculin is a 
usefal remedy in certain types of cases, but that it must be 
‘administered with care and with extreme watchfulness, 
and that the sanatorium affords the ideal means of secur- 
‘ing these safeguards. Tuberculin, therefore, is, in the 
‘opinion of the gentlemen consulted, to be regarded as a 
-usefal accessory to the methods of sanatorium treatment. 

The evidence adduced by Drs. Fraser and Wilkinson is 
insufficient seriously to shake the expressed opinion of so 
many authorities of equal eminence and experience, evi- 
dence which is emphatically in opposition to the views 
expressed in Dr. Fraser’s report to the Portsmouth Town 
Council. The present state of our knowledge on the sub- 
.ject does not justify the conclusion arrived at by Dr. Fraser, 
and my opinion is that the indiscriminate administration 
of tuberculin in a tuberculin dispensary is a procedure not 
justified at the present time. My reasons for adopting this 
view are briefly as follows: 

It is admitted by Dr. Fraser that the majority of cases of 
‘phthisis occur amongst persons of the poorer classes, 
‘patients who (I cannot express it better than in Dr. Fraser’s 
words), “on entering the sanatorium, exchange a hard 
‘existence where they are often badly fed, and live under 
insanitary conditions, for a life of rest, good food, and 
careful medical supervision.” 

It has long been recognized that the treatment of pul- 
monary tuberculosis by direct attack upon the tubercle 
bacillus holds out, in the present state of our knowledge, 
n> hope of succes. It has also long been recognized that 
post mortem racords show that many individuals have 
suffered from pulmonary tuberculosis at some antecedent 
period of their existence, that these individuals have from 
cause or another been successfal in overcoming the 
a‘tack of the tubercle bacillus so completely that no evi- 
dence has b3en forthc ming of the presence of the bacillus 
‘daring the life of the individual. It is further recognized 
that tae tubarcle bacillus is practically omnipresent under 
conditions of modern civilization, so that practically the 
whole of the civilized world has been exposed to the 
opportunities of infection. It is therefore clear that the 
civilized human race is possessed of a high antagonism to 
the attack of the tubercle bacillus, an antagonism which 
may be either intrinsic or acyuired. From the present 
point of view it matters little which it is. 

It is clear, therefore, since direct attack has ‘been found 
to be at the present time hopeless, that the line of action | 
in the treatment of tubercalosis is to take advantage of the 
natural resistance to the attack of the tubercle bacillus, 
and by appropriate means build up the cell vitality so 
that the cells of the body become capable of overcoming 
the bacillus. 

Viewing the cells of the body from the standpoint of 
pulmonary taberculosis alone, we require to recognize 
the conditions under which they are best capable of over- 
coming the attack of the tubercle bacillus. Experience 
has shown that the cells endowed with the highest degree 
of vitality have the best chance of success, and that it 
is those individuals whose cells are not sufficiently 
nourished who suffer from developed pulmo tuber- 
culosis. It is clear, therefore, that, if any individual who 
has sper pulmonary tuberculosis to such a degree as 
‘to show clinical manifestations continues to exist ander 
‘the conditions which primarily rendered his cells in- 
capable of overcoming the attack of the tuberc'e bacillus, 
‘the tendency will be for his cell resistance to continue to 
‘diminish in consequence of (1) the persistence of the 
primary conditions, and (2) the superadded disability 
of the toxins of the tubercle bacillus. If, therefore, treat- 
mont is to be carried out under condi‘ions holding out the 
best chance of success, we must either remove the in- 
‘dividaal from the conditions which caused the pri 
lessening of resistance, or we must remove the conditions 
which predispose to lowering of tissue vitality. 

Those conditions which prevent the incidence of the 
disease are precisely those which afford the patient the 
‘best chance of recovery in the case of the exhibition of 
the phenomena of the developed disease. Experience 
shows that we cannot hope for cure if the patient continues 
to exist under the conditions which caused the disease. 
_ In spite of the inevitable teaching of experience, however, 
‘it isa'leged that there is a remedy so potent as to neutra- 
lize and overcome all environmental disability. According 


to Dr. Fraser and Dr. Wilkinson the remedy is forthcoming 
in taberculin. These gentlemen believe that the evidence 
at theie disposal jastifies them in leaving patients during 
the time they are undergoing a course of tuberculin treat- 
ment under conditions in which, instead of a life of rest, 
good food, and careful medical supervision, such as obtain 
in a sanatorium, they lead a hard existence, where they 
are often badly fed, and live under insanitary conditions. 
We are asked to believe that tuberculin, undoubtedly a 
usefal therapeutic agent, is of such enormous potency for 
curative purposes that it can so stimulate the cells of the 
body as to enable them to increase their resisting power 
to such a degree as to neutralize and overcome the attack 
of the tubercle bacillus, whilst at the same time these 
very cells are engaged in a struggle to the death with 
extrinsic devitalizing influences. 

If this is the case, it is a most extraordinary coincidence 
that men who have devoted years to the study of tubercu- 
losis, who have used tuberculin systematically since it was 
introduced by Robert Koch, who have experimented with 
the dosage, and who have persisted in the use of the agent 
in spite of the obloquy which fell upon it after Virchow’s 
indictment, have all apparently failed to realize the true 
curative properties of the remedy. I need only mention 
the work of Dr. R. W. Philip of Edinburgh, who has 
advocated consistently for many years the use of 
tuberculin in suitable cases and with suitable safeguards. — 

We cavnot throw aside the oft-repeated warnings of 
men of profound experience that tuberculin is a potent 
substance, capable no doubt of accomplishing much that 
is good, but at the same time requiring extreme watch- 
fulness in its administration. As Dr. Bardswell states, it 
may be administered with success by a man of experience, 
but disasters will occur even with the most experienced. 

If tuberculin is to be used in a manner fair alike to the 
patient and to the remedy, it must be used under condi- 
tions which will ensure the minimum of risk. I do not 
believe that sufficient evidence has been adduced to justify 
its indiscriminate administration in a dispensary, even in 
the hands of the most experienced. 

A fact of profound significance with reference to the 
results to be obtained by tuberculin may be here men- 
tioned. It is a fact well known to bacteriologists that the 
best results of a serum or a vaccine are secured if the 
strain of the organism causing the disease and that from 
which the vaccine or serum is made are one and the same. 
It is for this reason that autoinoculation in tuberculosis 
holds out such prospects of success. Now in the indis- 
criminate administration at a tuberculin dispensary the 
question of strain as between the patient and the remedy 
is a matter of pure chance. The question of strain no 
doubt helps to throw light upon some discrepant results. 

In conclusion I express the conviction that the present 
state of knowledge does not incline us to the view that the 
establishment of a tuberculin dispensary under such con- 
ditions as proposed is an advisable procedare. I believe, 
on the other hand, that the value of tuberculin will be best 
shown in a ae institution where the patients can 
receive that skilled control which the vast majority of 
authorities are is essential to the safe and proper 
administration of the remedy. , 

Dr. Fraser’s report is one of the best arguments yet 
produced in favour of the institution of sanatoriums, where 
the patients may not only receive tuberculin under proper 
conditions, but will also get that good food, rest, and 
proper medical control which is so essential to permanent 
cure. If tuberculin is as useful as it is stated to be then 
its use will greatly shorten the stay of patients in the 
sanatorium, thereby enabling the institution to pass a 
greater number of patients through its gates. That the 
results of sanatorium treatment are often st 
merely shows that good air, good food, and proper medi 
supervision are not in themselves always sufficient to give 
the cells of the body the necessary stimulus. If tuberculin 
can be so administered as to supply to the cells of the body 
the necessary specific stimulus then the success of the 
sanatorium must be assured. 


THE German Balneological Society will hold its thirty- 
second annual meeting this year in Berlin. The proceed- 
ings will begin on March 2nd and end on March 6th. 
A number of the communications promised relate to 
radium emanations and radio-activity. The General Secre- 
tary is Dr. Brock, 52 Thomasiustrasse, 24; Berlin, N.W. 
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[Assrract 
Cotour blindness is not a good name for the condition to 
which it is applied, and still worse is the use of the term 
“red blindness” or ‘green blindness.” In the majority 
of cases of colour blindness there is no blindness to colours 
in the ordinary acceptation of the term; a green, red, or 
ellow light produces a very definite sensation of colour. 
hose who confuse red and green do so not because they 
see red as green or green as red, but because both give 

toa of colour. 
propose ivide the subject into two parts, and in 
the first lecture to deal with the theory and facts of colour 
vision and colour blindness, and in the second lecture 
with the detection of colour blindness from a practical 

point of view. 


I. Taz Turory anp Facts or Cotour VISION AND 
Cotour Buinpngss. 

The following is the theory which I have propounded 
in order to explain vision and colour vision. 

A ray of light impinging on the retina liberates the 
visual purple from the rods and a photograph is formed. 
The rods are concerned only with the formation and dis- 
tribution of the visual purple, not with the conveyance of 
light impulses to the brain. The ends of the cones are 
stimulated through the photo-chemical decomposition of 
the visual purple by light (very probably through the 
electricity which is produced), and a visual impulse is set 
up which is conveyed through the optic nerve fibres to the 
brain. The character of the stimulus differs according to 
the wave length of the light causing it. In the impulse 
itself we have the physiological basis of the sensation of 
light, and in the quality of the impulse the physiological 
basis of the sensation of colour. The impulse being con- 
veyed along the optic nerve to the brain stimulates the 
visual centre, causing a sensation of light, and then passing 
on to the colour-perceiving centre, causes a sensation of 
colour. Bat though the impulses vary in character 
according to the wave length of the light causing them, 
the retino-cerebral apparatus ia not able to discriminate 
between the character of adjacent stimuli, not being 
sufficiently developed for the purpose. At most seven dis- 
tinct colours are seen, whilst others see in proportion to 
the development of their colour-perceiving centres—only 
six, five, four, three, or two. This causes colour blindness, 
the person seeing only two or three colours instead of the 
normal six, putting colours together as alike which are 
seen by the normal sighted to be different. In the degree 
of colour blindness just preceding total, only the colours 
at the extremes of the spectrum’are recognized as different, 
the remainder of the spectrum appearing grey. 

Though my own opinion is that the ordinary form of 
congenital colour blindness is caused by a defective de- 
velopment of the portion of the brain whose function is 
the perception of colour, we must not exclude any portion 
of the retino-cerebral apparatus, defect of which would 
have exactly the same result. 

It will be noticed that the theory really consists of two 
parts, one concerned with the retina, and the other with 
the whole retino-cerebral apparatus. I shall in these 
lecturés use the word cerebral in this sense. I am not 


aware of a single fact which does not support this theory, 
and I have used it to predict facts which have wer 
sequently been rediscovered by others, and now form a 
part of our common knowledge. 


The Visual Purple the Essential Factor in Vision. 
I will now state very briefly the evidence which supports 
the view that the visual purple is the essential factor in 


the se a which enables it to transform light into visual: 
impulses. 

1. Anatomical.—In the fovea of the retina only cones. 
are to be found. Immediately external to this each cone 
is surrounded by a ring of rods. The number of rings of 
rods round each cone increases as the periphery is reached. 
The outer segments of the cones are situated in a space 
which is filled with fluid. The external limiting mem- 
brane retains this flaid in its place. I find' four depres- 
sions or canals which lead into the larger depression of the 
external fovea. These canals appear to have smaller 
branches and serve to conduct the visual purple into the 
part of most acute vision. The cones which are present 
in the fovea have very long outer segments which would 
present a greater surface for photo-chemical stimulation. 
The visual purple is only to be found in the rods and not 
in the cones. I determined to ascertain whether the 
visual purple could be seen between the cones in the 
fovea. I have examined under the microscope the retinas 
of two monkeys which had been kept previously in a dark 
room for forty eight hours. The yellow spot was the 
reddest part of the whole retina, and the visual purple was 
seen to be between and not in the cones.* 

2. Physiological Analogy with other Body Cells.—It is 
far more probable that the rods should produce a secretion 
which would affect other cells rather than themselves. 
The liver cells do not form bile in order to stimulate them- 
selves, and the internal secretions are produced to affect 
other parts of the body. I am not aware of a single 
instance in which a cell produces a secretion which has 
the function of stimulating the cell producing it. The. 
visual purple is regenerated in the rods by the pigment. 
cells in connexion with them. 


_ 3. The Relation between the Foveal and the Extra-foveal 


' Regions.—As the fovea only contains cones, if any of the 


older theories of the relative functions of the rods and 
cones were true, we should expect to find qualitative 
differences between the foveal and extra-foveal regions. 
This is not the case, but, as we should expect if the visual 
purple were the visual substance,. all the phenomena. 
which have been attributed to the visual purple should 
be found in the fovea. Von Tschermak, Hering, Hess, 
Garten, and others have found the Purkinje phenomenon, 
the variation in optical white equations by a state of 
light and dark adaptation, the colourless interval for 
spectral lights of increasing intensity and the varying 
phases of the after-image in the fovea only gradually 
diminished. 

4. The Varying Sensibility of the Fovea.—The fovea is 
in some conditions the most sensitive part of the whole 
retina, and with other conditions the least. Helmholtz. 
has recorded some of these facts, and regarded them as 
quite inexplicable. We have, however, an easy explanation. 
of the facts on the assumption that when there is visual 
purple in the fovea this isthe most sensitive part of the 
whole retina, but when there is none there time must 
elapse before it can diffuse into the spot, and in the mean- 
time it is insensitive to light. I have devised several 
experiments which show the visual purple flowing into 
the foveal region. The following simple experiment shows 
this very well. If on awaking in the morning the eyes be 
directed to a dull white surface, as for instance the ceiling, — 
the region of the yellow spot will appear as an irregular 
black spot and light will appear to invade this spot from 
without inwards. If the eyes be now closed and covered with 
the hands purple circles will form round the centre of the 
field of vision, and gradually contracting, reach the centre. 
When the circle reaches the centre it breaks up into a star- 
shaped figure and becomes much brighter. It then dis- 
appears and is followed by another contracting circle. 
Now it will be noticed that if one eye be opened when the 
circle has broken up a brilliant rose-coloured star much 
brighter than any other part will be seen in the centre 
of the field of vision. This has the exact hue of the visual 
purple. If we wait until the star has disappeared before 
opening an eye the macalar region appears as a black spot 
as before. ‘This conclusively shows that the central 
portion of the retina is sensitized from the peripheral 
portions. 

5. Chemical Analogy.—The visual purple gives a curve 
which is very similar to that of many other photo.chemical 
substances. We know that with photo-chemical substances 
the chemical effect is not proportional to the intensity of 
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the light. That is, a different curve is obtained with weak 
light from that which is formed with light of greater 
intensity. 

6. Illusion of Moving Light.—If a small light be looked 
at fixedly in a dark room it will appear to move until it 
comes apparently so close that it could be ey ee The 
reason of this is that the eye moves so that the light falls 
upon a more peripheral part of the retina. I find that the 
movement takes place as if some photo-chemical sub- 
stance acted under the influence of gravity. For instance, 
when standing the light appears to travel upwards; resting 
the head on one side it appears to travel in the opposite 
direction. The light appears as if we were looking straight 
at it, and the eye which is covered up remains directed 
straight at the object. 

7. Currents Seen in the Field of Vision not due to 
the Circulation.—It occurred to me that if there were 
canals in the retina which promoted the easy flow of the 
visual purple into the fovea, we ought to obtain evidence 
of the currents flowing along these channels entoptically. 
I found that this was the case, and that the currents 
could be seen in numerous ways.’ If one eye be partial! 
covered with an opaque disc while both eyes are direc 
forwards in a not too brightly illuminated room, and 
special attention be paid to the covered eye, an appear- 
ance of whirling contents will be seen with this eye. 
These currents appear to be directed towards the centre, 
and have a very similar appearance to a whirlpool which 
is fed by four main branches. These, again, are fed by 
smaller branches which continually change their paths. 
‘On closing both eyes all the portion in which the whirling 
currents are seen appears as dull purple. These currents 
cannot be due to vessels, because we know that the 
centre of the retina corresponding to the point where the 
greatest movement is seen is free from vessels. The‘ 
appearance is also very different from that of the move- 
ment of blood in vessels. The currents can also be seen 
in the light, in the dark, through yellow-green glass, and 
with intermittent light. ‘The main branches form a star- 
shaped — with four rays. The currents the 
visual quality, colour and brightness, from whence they 
come into an after-image. They also tend to move an 
after-image towards the centre. The currents behave as 
if they ran in definite channels, but could also overrun, 
on any further stimulus, the banks of the channels. For 
instance, a thin bright line with a little more light appears 
as @ broad band, and the central star figure will 6 e 
into a rhomboid, oval or disc. Movements of the eyes 
affect the broad currents in the outer part of the field of 
vision. 

8. Pressure Figwre.—Pressure on the front of the eye 
-causes the star-shaped figure to be seen, and this changes 
into a rhomboid with a little more pressure. 

9, Macular Star.—It occurred to me that we ought to 
obtain evidence of the canals in the retina in cases where 
the outflow from the retina is obstructed as by tumour. I 
‘find this is the case; the star-shaped figure given by Sir 
Victor Horsley in his paper on tumour of the frontal lobe‘ 
is almost exactly the same as that seen subjectively. 

10. Entoptic Appearance of Cone Mosaic.—Appearances 
Corresponding to the cone mosaic of the retina may be 
seen in several ways.’ The appearance seen corresponds 
to the cone distribution of the retina as viewed from its 
pcg side, the portions occupied by rods appearing as 

spaces. 

isual Acuwity.—Visual acuity is most acute with the 
fovea and diminishes from within outwards. It corresponds 
very fairly with the cone distribution of the retina. 

On the other hand, there is not one single fact which 
points to the rods as being light sentient organs. This is 
well recognized by those best qualified to judge. 


II. Tue Detection or Cotour BLINDNESS FROM A 
Practical Point oF VIEW. 
Requirements of a Test for Colour Blindness. 

A test for colour blindness, when it is to be employed for 
some definite and specific purpose as, fcr instance, ex- 
cluding dangerous persons from certain callings, should 
be such as to show definitely that the persons rejected are 
dangerous. It is very useful to demonstrate to the men 
and their fellows that a rejected candidate is dangerous. 
The colleagues of a rejected candidate would refuse to risk 


their lives with a man who before their eyes called a red 
light green. I was expressing these views when a super- 
intendent of a railway company who is using my p 
told me that he adopted this method with great 
satisfaction to himself and to the men. A man, for 
instance, who has been working twenty years on the 
railway, has been rejected for colour blindness. He 
has complained bitterly to the superintendent, at the 
same time declaring emphatically that he is normal sighted. 
The superintendent has replied, “You know red?” 
ore agree that if you green red, or green, you 
ought to be ee oa Bring two or three of the other men 
in with you and I will test you.” The man has readily 
agreed to this. The superintendent has then tested him 
by asking him to name various coloured objects in the 
room, and knowing by experience exactly the coloured 
objects which are miscalled by the colour blind, readily 
exposes his defect. It is noteworthy that on some 
occasions a colour-blind man has been tested by another 
person in the same room without making any of the 
mistakes which he meme we made, because none but 
coloured objects which he could readily recognize were 
shown to him. This is an example of the necessity 
of a practical knowledge of colour blindness in an 
examiner. 

On account of the arrangement of signals by sea and 
land it is necessary that persons employed in the marine 
and railway services should be able to recognize and dis- 
tinguish between the standard red, green, and white lights 
in all conditions in which they are likely to be placed. 
An engine driver or sailor has to name a coloured light 
when he sees it, not to match it. He has to say to him- 
self, “ This is a red light, therefore there is danger”; and 
this is practically the same as if he made the observation 
out loud. Therefore, from the very commencement we 
have colour names introduced, and it is impossible to 
exclude them. The engine-driver is told that red is a 
“danger ” signal, green a “ caution” signet, and white an 
“all right” signal. Therefore it is absolutely necessary 
that he should know the meaning of these colour names. 
A test should be such as to make it impossible for the 
examinee to be coached through it. This is one of the 
most important requirements of a test for colour blindness, 
and one that is rarely fulfilled. Nearly every one of the 
tests in general use will fail on this account. 

A test should be one which can be carried out as rapidly 
as is possible with absolute efficiency; of two equally 
efficient tests the one which takes the least time must be 
selected. A test, therefore, should have no unnecessary 
details which, though of ‘theoretical interest, are not con- 
cerned with the object in hand. The test should be made 
as easy and as little complicated for the examiner as 
possible. 


Persons to be Excluded. 

We wish to exclude all those individuals who are in- 
cluded in the following three classes: (1) Those who see 
three or less colours in the spectrum; (2) those who, 
whilst being. sive to perceive a greater number of colours 
than three, have the red end of the spectrum shortened to- 
a degree imcompatible with their recognition of a red light 
at a distance of two miles; (3) those who are unable to 
distinguish between the red, green, and white lights at 
the normal distance through defect or insensitiveness of 
the cerebro-retinal apparatus when the image on the 
retina is diminished in size. 

I will now explain why these three classes of persons 
should be excluded. The first class includes the 
trichromic, the dichromic, and the totally colour blind, 
in accordance with the facts previously stated. The 
trichromic never, in ordinary circumstances, mistake 
for red, but confuse yellow with green or red. Colour is 
a feeble quality of objects to them, and nervousness or 
excitement may reduce them to the condition of the 
dichromic. The dichromic are liable to mistake a green 
light for red and vice versa. It is very important that 
persons belonging to the second class should excluded, 
and yet none of the ordinarily used tests detect them. 
The rays of red at the extreme left of the spectrum are 
the most as may be seen at a 

¢ ugh several 


light or the sun on a foggy day, or 
icknesses of neutral glass. It is chiefly by these 
rays that we recognize a red light at a ce; 
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and it is therefore of greater importance that a 
sailor or engine-driver should be able to perceive 
them. The third class contains 8 who are able to 
‘distinguish colours easily when they are close to, but fail 
-to distinguish them at a distance owing to the nerve fibres 
-supplying the central portion of the retina being impaired. 
Asa light at a distance occupies the central portion of the 
visual field it is essential that the corresponding portion of 
the retina should be normal. There are cases of central 
-scotoma for colours with perfect form vision ; these would, 
therefore, not be detected by the test for visual acuity. 
This class also includes those who, without having a 
scotoma, are unable to distinguish between colours at the 
‘normal distance when the image on the retina is diminished 
in size. 
The lantern shown has been constructed conformabl 

with the requirements and facts of colour blindness. A 


‘the facts of colour blindness have been considered in 


constructing the lantern, 


Objections to other Tests for Colour Blindness. 

The tests which have been proposed for colour blindness 
are very. numerous, but some are so defective that it is rare 
to detect a single colour-blind person with them. I have, for 
instance, tested men whom I knew to be colour blind with 
-certain lanterns, with the result that not a single one was 
detected. In these so-called tests ail the requirements of 
a test and facts of colour blindness have been neglected. 
I must, however, refer to three tests constructed by excep- 
tionally able men, each with considerable knowledge of 
the subject. Irefer to the tests of Professor Holmgren, 
Professor Stilling, and Professor Nagel. 

All these tests can be passed at the first attempt and 
without coaching by certain colour- blind 
— chiefly varieties not known to the inventors; 

ut the chief defect of each is that it is very easy to 
-coach a colour-blind person to pass it. The surgeon 
to one of our largest railway companies told me that 
when they used Holmgren’s test they rejected 1 man 
‘in 300, but with my lantern 12 in the same number. 
All these three tests are much better tests when the 
persons to be examined have not seen them before. A 
-colour-blind man may make only one mistake; say, for 
instance, as in a case I examined the other day with 
‘Nagel’s test (last edition), he passes the test perfectly with 
the exception of one mistake, that of calling a grey on one 
card, green. All he has to do is to look for some dis- 


tinguishing mark on this card in order to go through the 


‘test with the ease and certainty of a normal-sighted 


person. It is the same with Stilling’s letters, he has only 
- to note the letter which he was not able to read and the 


appearance of the card. A normal-sighted man or woman 
would readily help him. The confusion of green and grey 
-does not appeal to the average man as a serious defect, 
-especially when he sees his friend go through the rest of 
the test perfectly. He says to himself, ‘‘ I suppose he sees 
a tinge of green in that grey.” 
The same man would rightly regard it as a most 
‘iniquitous proceeding to endeavour to coach his friend 


through a test when he had seen him mistake a red for 


-@ green light, 
Holmgren’s test rejects a large number of normal- 
- sighted persons, as may be seen by the reports of the Board 
-of Trade; about 50 per cent. of those who appeal are found 
to be normal sighted and to have been rejected wrongly. 
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THE French Medical Parliamentary Group, among its 
- other activities, watches over the interests of the thermal 
and climatic stations of France. It has decided to take 
- Steps to secure speedy promulgation of the Governmental 
decree imposing a ‘‘cure tax’’ on visitors. It is hoped 
that this will be put into force during the coming season, 
and that in this way funds will be collected in sufficient 
amount to enable improvements to be made that will 
attract foreigners. It has also been decided to found 
‘a chair for the instruction in hydrology and climatology 
in the University of Paris. — that the syndicates 
-of the various spas are quite ng to bear the expense on 
the understanding that the chair is established solely in 
zthe general interests of the country. 


THE HISTORY OF YELLOW FEVER IN 
WEST AFRICA. 


SIR RUBERT BOYCE, F.R.S., 


PROFESSOR OF PATHOLOGY, LIVERPOOL UNIVERSITY. 
(Concluded from page 250.) 
VII. 
HISTORY OF YELLOW FEVER IN THE GOLD 
COAST COLONY. 

There can be little doubt that yellow fever was as 
prevalent on the Coast in early part of the 
nineteenth century as in Sierra Leone. , 

From the report of Staff Surgeon Tidlie, quoted 
Boyle, it appears that in 1819, out of 9 new arrivals, 
died ; in 1820, out of 4 new arrivals, 2 died; and in 1821, 
out of 7 new arrivals, 2 died, or two-thirds of all new- 
comers within twelve months of arrival. In the same 
period 15 of the African Company had died. It is most 
probable that this fatal disease which attacked the new- 
comers was here, as elsewhere in the tropics, yellow fever. 

In a report by Bell, upon the garrison at Cape Coast 
Castle for 1824, it is stated that 217 deaths occurred in the 

iments, exclusive of women and children. 

Of the first detachment of Europeans, numbering 128, 
which arrived in April, 1823, only 1 survived; out of 109 
women and children who had arrived since October, 1823, 
70 had died. 

It is stated in the report that the cause of death was 
.bilious remittent fever, which usually terminated fatally on , 
the third, fifth, or seventh day. Many of the cases were as 
“yellow as an orange.” Boyle also mentions that an 
epidemic occurred in 1824, similar to that which took place 
in Freetown in 1823. 

In 1824, out of a third detachment of 131 men, dis- 
embarked in March, 1824, the majority had died, after a 
few months, from “remittent fever and dysentery,” and 
the same occurred with numerous subsequent detachments. 
Then comes the usual pause, commencing from the middle 
of the nineteenth —e probably due to the withdrawal 
of the garrison, and therefore of large bodies of non- 
immune new arrivals. 

At a later date, following on the commercial develop- 
‘ment of the colony and the growth of the coast towns, 
yellow fever again began to attract attention. 

As had happened, however, in other British West African 
colonies, the disease was very frequently not recognized, 
and was more often wrongly diagnosed. 

Examination of the casebooks of the European hospitals 
in the principal seaports are of —_ great interest, for — 
show, in the first place, the difficulties which medi 
officers experienced.in making a diagnosis; and, secondly, 
the unwillingness, as in Sierra Leone, on the part of the 
medical authority of the colony, to admit that yellow fever 
existed, in spite of the fact, as the careful records amply 
testify, of the patients presenting all the classical sym- 
ptoms of fatal yellow fever. The stumbling-block here, as 
in numerous other instances, being occasioned by the 
confusion brought about by the use of the word “con- 

ious,” a8 applied to yellow fever. 

xamination of the medical reports of the colony show 
that cases of yellow fever were recorded in the following 
ears: 1895, several cases; 1897, 4 cases; 1902, 2 cases. 

Whilst on the Gold Coast I examined the hospital case- 
books of Cape Coast, Saltpond, Elmina, Axim, and Accra, 
and I find that yellow fever was diagnosed as such, and 
entered in the hospital casebooks at Cape Coast in 1897, 
1902, and 1903; at Saltpond in 1897 and 1902; at Elmina 
in 1895; and at Accra in 1899, 

In 1899 Dr. Elliott, who had had four years’ experience 
in the Gold Coast, published in detail 3 cases of yellow 
fever which he attended at Saltpond. : 

He alludes to the reluctance prevalent against the 
diagnosis of yellow fever and the tendency to regard all 
fevers as malarial. 

In 1901 Dr. S. O. Browne published a case of yellow 
fever which he attended at Saltpond. : 

In addition to these well-marked cases which were 


diagnosed at the time by the physicians in charge as 
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genuine yellow fever, the bistories of the cases in my 
opinion also furnish unmistakable proof of the almost 
continuous occurrence of yellow fever for the past fifteen 
years. 

The evidence is all the more trustworthy, for the medical 
officers who recorded the symptoms were not looking out 
for yellow fever. 

The histories also show the difficulty which a medical 
officer experienced in interpreting the symptoms on the 
supposition that the disease might be malarial fever. 

From my analyses of the casebooks, I conclude that 


__ yellow fever existed in addition to the above dates in the 


following places on the coast: 


1, Exaina. 
History of Cases Examined since 1895 up to Date. 
In March, 1895, a case was diagnosed as “hepatic 
fever,” and ended fatally. > 
The symptoms were great prostration, black vomit 
(coffee-like grounds), eyes and skin yellow, suppression of 


e. 

In April, 1895, a case diagnosed as “malarial fever.” It 
terminated fatally. The symptoms were: Intense head- 
ache and backache, nausea and epigastric pain, black 
vomit, temperature 1034°, pulse 92. A post-mortem 
examination showed skin yellow, stomach containing 
black vomit, congestion of the skin. 

The doctor in charge of the case strongly suspected 
yellow fever in this case, as also in the preceding case. 

In January, 1902, a case was diagnosed as ‘resembling 
yellow fever.” The symptoms were intense headache, 
intense vomiting, black vomit, black motions, 

eath. 

The casebook shows in addition numerous histories of 


" eases which might well have been both mild and severe 


cases of yellow fever. 


2. QUITTA, ‘ 

I examined the cases in the casebook from 1888-1900, 

In 1894 a new arrival was taken ill, and a diagnosis of 
“malignant remittent fever” was made. Temperature 
104°; conjanctiva yellow; vomiting; urine black and 
bloody ; delirium; albuminuria, followed by suppression of 
urine, convalsions, and death. 

The medical officer states : 

I cannot help being struck by!the severe and persistent 
symptoms of this case, particularly the vomiting, which nothing 
seemed to affect. In fact I can scarcely see the difference 
between such a case as the above and yellow fever. 

Tn 1900 a suspicious case also occurred, the diagnosis 
being remittent fever. 

The medical officer stated the probability that the 
patient might be suffering from yellow fever suggested 
itself; but as the temperature showed no signs of subsid- 
ing, and there was no congestion of the face, it was 
decided that it would be better to wait and see, than to 
suggest the possibility to head quarters. 


3. SALTPOND. 
Examination of Cases from 1889 to 1903. 

In 1895 & case occurred, diagnosed as remittent fever, 
terminating fatally. It was characterized by jaundice; 
temperature 105 8°; pulse 60; black vomit; suppression of 
urine; hiccough ; intense headache. 

‘There were also about this time numerous other cases 
with a similar diagnosis presenting very suspicious 
symptoms, 

In 1897 yellow fever was diagnosed. 

In July, 1897, a case was diagnosed as haemoglobinuria 
and acute nephritis. 

It was not diagnosed as yellow fever because of the 
absence of black vomit. Fagot’s sign, jaundice and 
hiccough, were, however, present, and haemorrhage 
from gums, as well as vomiting of dark bilious fluid is 
mentioned. 

So, considering there were other cases in that year, it is 
not improbable that this was also a case of yellow fever. 

In June, 1898. a case occurred, ending fatally, diagnosed 
as acutedelirous malignant malarial fever. 

The patient was so maniacal that he had to be hand- 
cuffed ; temperature 105 4°, and rose to 107 2°; skin jaun- 
diced, head and shoulders intensely congested, nausea, 
vomiting, coma, and death. 


Necropsy.—Cataneous haemorrhages, mucous mem- 
brane of stomach intensely congested, stomach contained 
dark green treacly mass, liver saffron yellow, with patches. 
of congestion. This might well have been a case of yellow 
fever, in spite of the fact that it is stated “ pigmented 
corpuscles were found in the blood.” — ; 

In 1901-2 cases were diagnosed as yellow fever, but in 
addition in each year there occurred cases which, when. 
we know that there were genuine cases of yellow fever, 
might equally well have been cases of yellow fever. The. 
diagnoses made were usually “ bilious remittent fever.” 


4. Axim. 
Examination of Casebooks from 1906 to 1910. 

In 1905 the medical officer in charge of a case which 
occurred in that year at Axim, and which terminated 
fatally, is now of the opinion that the case was one of 
yellow fever. 

In this year (1910) a death occurred from yellow fever 
and was reported. The symptoms were, however, not well 
marked. 

Later on in 1910 another fatal case occurred, which 
was diagnosed as “ remittent fever.” The chief symptoms 
were: Temperature 1049°; pulse-rate from 110 to 120;. 
temperature did not yield to large doses of quinine. 

Another case was diagnosed as “ pernicious remittent 
fever,” and proved fatal. The symptoms were intense 
headache; temperature 1028°; pulse 88; delirium, and 
finally coma. The doctor in charge suspected yellow 
fever. 


5, Coast. 

In 1903 Dr. G. L. Barker wrote to the acting principal. 
medical officer at Accra reporting a case of yellow fever, 
and he states that “ this makes the fifth case this year.” 

The medical officer who diagnosed the case was Dr. 
Rome Hall, and the principal medical officer, in writing a 
memorandum to the Colonial Secretary, states : 


I regret to say that I am obliged to take the alarmist 
statement, made by Dr. Rome Hall, with a large amount of 
doubt. 


In 1895 a case of remittent fever is diagnosed, in which 
the characteristics are congestion, intense headache, tem- 
perature 108 8°, and pulse 52, The doctor in charge men- 
tions that the curious point about the case was that “the 
pulse continued to get slower as the temperature got 
higher.” The case, however, recovered. 

Another case of remittent fever was diagnosed which 
ended fatally; temperature, 105°; jaundice; great weak- 
ness; black motion; anorexia; delirium; patient then. 
slowly rallied; this was followed by a relapse, coma, and 
death. 

In this year there were several other very suspicious. 
case3. 

In 1901 a series of fatal caser, diagnosed as ‘ remittent 
fever,” occurred one after the other in which there were 
characteristic symptoms: jaundice; delirium, great weak- 
ness and coma; in one case the vomit contained bloody 
matter; in 1902 a case, diagnosed as “ pernicious malaria,” 
occurred and ended fatally; temperature, 103°; pulse, 80;. 
intense gastric symptoms; black vomit; delirium ; haemor- 
rhage from the mouth ; skin and copjunctivae yellow; the 
physician notes that there was no black water and that 
the pulse-rate was not in proportion to the temperature. 

Several other fatal cases also occurred in March and 
June, 1902; in one the diagnosis of ‘‘ continued fever” was 
made. In this case there was black vomit and black 
motions. 

In another case a diagnosis of “hyperpyrexial fever” 
was made. The skin and conjunctivae were yellow, and 
the post-mortem examination showed the liver yellow, the 
mucous membrane of stomach and intestines dotted over 
with fine submucous haemorrhages. 

Another case was diagnosed as “ remittent fever.” No 
parasites were, however, found in the blood. Vomiting 
was persistent; delirium, skin yellow, melaena. Post- 
mortem examination showed stomach and _ intestines 
intensely congested. 

In another case a diagnosis of “ malarial fever” was 
made; temperature 1082°, and it was noted that the 
pulse was very slow in comparison with the temperature. 


There was persistent black vomiting, melaena, albuminous 
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urine, conjunctivae and skin yellow. Post-mortem 
examination showed intense congestion of the stomach 
and kidneys. Then in July of the same year the doctor’s 
suspicions were aroused, and he had no longer any 
hesitation in caging “yellow fever,” and two fatal 
cases are recorded. 

It is, therefore, exceedingly probable that the other cases 
also were yellow fever. 

In the commencement of 1903, Dr. Rome Hall diagnosed 
a case of yellow fever, and he records minutely the sym- 
ptoms. Ho states that he first considered the case to be 
one of blackwater, but the presence of albumen in the 
urine cast doubt upon the diagnosis. He states “ that the 
post-mortem record appeared to be universally in favour 
of yellow fever.” The writer then states that “yellow 
fever has several times appeared on the French Ivory 
Coast and in Senegambia. The Ivory Coast is only 150 
miles, or forty-eight hours, away from Cape Coast, and 
that at the present time quarantine is declared against the 
Ivory Coast.” He then states that “the Stegomyia are 
auseming in the merchants’ tanks and in the tanks of the 
natives.” 

Dr. Savage, of Cape Coast, who saw the fatal cases of 
1902-3, informs me that there was no question about the 
diagnosis of yellow fever. 


6. Accra, 
Extracts from Casebooks. 

Case A. J. S.—A_ new arrival. History of being bitten at 
Winnebah. Arrived in Accra, April, 1904. 

April 19th. Patient felt unwell. 

April 21st. Temperature 104°. Pains over body. 

Soni) 22nd. Temperature 104° to 105°. Urine scanty, albumen 
present. 

April 23rd. Vomiting black coffee-ground material; stools 


tarry. 

— 25th. Vomiting persistent and violent, hiccough, tarry 
stools, mind wandering; pulse 120, temperature 105°; coma, 
=aeeee by death. The medical officer regarded the disease as 
malarial. 

Case R.—April, 1899. Notes very meagre, but the diagnosis 
of yellow fever was made. The symptoms of black vomit, 
yellow blotchy skin, and intense headache were present. Tem- 
perature 105°. On the other hand, there was no albuminuria. 

Case A. W.—Patient died. Diagnosis: Subacute rheumatism, 
June, 1905. The symptoms were pains in joints, temperature 
102.4°, scanty urine with trace of albumen. Later on, vomitin 

me & prominent symptom, accompanied by hiccough, min 
wandering, pulse weakened, coma, and death. Post-mortem 
examination showed deeply-congested kidneys, and the note is 
made that immediately after death the body assumed an 
intensely yellow colour. This is a sign which, in my opinion, 
is extremely characteristic of yellow fever. 

Case —.—Merchant, July, 1905. Diagnosis: ‘‘ Bilious remit- 
tent fever.”” The symptoms on July 19th were intense head- 
ache, temperature 101.8°, later in day 104°; albuminuria; 
quinine litile effect upon the temperature; vomiting became 
peeenent and patient became drowsy, urine much diminished ; 

eath on the 24th. Post-mortem examination showed enlarged 
liver (colour not stated) and age congested kidneys. 

Case Rev.—.—February, 1906. Diagnosis: ‘‘ Remittent fever.” 
Symptoms, February lst: Intense headache, temperature 103° 
to 104°, gastric irritability, urine scanty with albumen. On 
Febr 4th commenced to have black vomit (coffee-ground 
material), collapse, death. 


7. Tarquan District. 
(Mantrain 1902, and Saw Mills 1910.) 

In 1902, 8 men out of a staff of 14 died within about 
three weeks of one another. The doctor in charge also 
died ; the others stampeded. 

Tn a report which was sent from Tarquah on June 14tb, 
1903, to the principal medical officer ‘at Accra, the follow- 
ing statement is made: “Iam informed that death in 
several cases occurred from hyperpyrexia, and that the 
administration of quinine, even in hypodermic injections 
in large doses, failed to reduce the temperature In four 
of the cases death took place four days after the onset 
of the illness. Dr. MacDonald examined his own blood 
during his illness, and, it is stated, found the malarial 
parasites. 

The writer formed the opinion that the disease was 
“pernicious malaria with hyperpyrexia,” and he notes that 
no mosquito nets were used, with two exceptions. 

In this year (1910) a case of genuine yellow fever has 

at Saw Mills, a small camp close to Tarquah, 
and I am therefore of opinion that it is not unreasonable 
to suppose that the fatal epidemic of Mantrain was genuine 
yellow fever, especially in view of the fact of the enormous 
aumbers of Stegomyia, 


— 


ConcLusions. 

T am convinced from the preceding examination of the 
casebooks that there were many more cases of mild 
yellow fever which were diagnosed as “ remittent fever ”; 
it was only when a case died, and when black vomit, slow 
pulse, and albuminuria became marked features that the 
suspicions of the doctors in charge were aroused. 

The mild cases passed unrecognized. 

If additional proof were wanting to demonstrate the 
essentially endemic character of yellow fever in West 
Africa, it is furnished by the history and progress of the 
a of yellow fever in the year 1910 on the Gold 

oast. 

In the first place, yellow fever broke out at three distinct 
points—Secondee, Saw Mills, and Axim. In the second 
place, it shows the difficulty which the medical officer had 
at first in deciding whe he was face to face with 
yellow fever or not. ; 

Little time was, however, lost in arriving at a final 
diagnosis. I am convinced from analysis of many bospital 
casebooks that in every probability a similar difficulty 
has presented itself to medical officers in the past upon 
many occasions, and that medical officers have refrained 
from giving the more serious, or, as it has been termed, 
“ alarmist” diagnosis of yellow fever. In support of this 
Se the following memorandum is of the greatest 
interest : 


Outbreak of Yellow Fever at Secondee, 1910. 
The Colonial Hospital, Secondee, 
May 9th, 1910.: 

I have the honour to report that recently there have 
been three cases of fever here, two of which came from the 
same bungalow, namely, Mr. and Mrs. C.,and more recently 
Mr. W., Supervisor of Customs, that present unusual symptoms. 

Mrs. C. was removed into hospital with a temperature of 105°, 
persistent vomiting, and severe headache. She later became 
intensely jaundiced, but eventually made a good recovery, and 
has proceeded to England. 


Fifteen days later Mr. C. was removed to hospital with a . 


temperature of 103°, intense headache, diarrhoea, injected eyes. 
He suddenly collapsed and died three days later. 

Mr. W. got a sudden attack of vomiting, with a temperature 
of 103.6° at night. He now has some diarrhoea and his eyes are 
injected ; jaundice seems coming on. I have treated each case 
with intramuscular injection of quinine until cinchonized. 
The first case had no albuminuria; in the second I was unable 
to procure a specimen, as he could only micturate when de- 
faecating. Up to the present I have only been able to procure 
two drachms of Mr. W.’s urine, which shows marked albumen 
with nitric acid (in the cold). z ) 

These cases show a remarkable likeness to a series of cases in 
Accra, when I was there in 1905, all of which were fatal. I 
mentioned two cases to Dr. Tweedy when he was here on his 
way to Tamele, who told me that he had met with similar in 
Cape Coast; also I had discussed them with Dr. Slack. With- 
out wishing to cause unnecessary alarm, I much fear yellow fever 
may be present here; and, beyond Drs. Slack and Tweedy, the 
only other person I have mentioned the matter to is the Acting 
Provincial Commissioner, Mr. Furley. 

C. H. D. RALPH. 


The outbreak of yellow fever which took place in 
Sekondi this year (1910) differs in no essential respect 
from all previous ones in West Africa, or in the other parts 
of the tropical world. It is a matter for congratulation, 
however, that this disease was early recognized, and that 
the medical authority of the colony did not lose a day in 
taking preventive measures. 

The outbreak, which started in March and ended in 


June, was a comparatively small one—about 13 ca:e:; bot 


as in all these outbreake, so here it is more thav probable 
that.there were other mild cases which were not diagnosed 
until the severe cases drew attention to the nature of the 


‘disease—there were 10 cases amongst the white population 


and 3 amongst the native. The native population is Jarge, 
and the white comparatively very small (about 120). 
Therefore, as in all previous epidemics, the comparative 
percentage mortality amongst the whites was very much 
greater than amongst the natives; in fact there is no com- 
parison. Of the whites who were attacked, it is sig- 
nificant that they had been in Sekondi for periods varying 
from a few days to a few months immediately prior to the 


outbreak. 

The mortality in proportion to the number of cases 
notified was very high. All the cases proved fatal with 
one exception. The high mortality-rate is of common 
occurrence in countries where the medical authorities 


are not suspecting yellow fever. 


| 
} 
= 
| 
. 
i 
= 
| 
‘ 
2 
i 


_304 — 


YELLOW FEVER IN WEST AFRICA. 


[FEB. 11, 


The chief symptoms recorded are typical of yellow 
fever—namely, violent headache, yellow sclerae, jaundice 
or sudden turning yellow immediately after death, albu- 
minuria, suppression of urine, delirium, Fagot’s sign, 
black or black speckled vomit, coma. Where quinine was 
administered it did not appear to have any effect. 

Post-mortem examinations showed boxwood liver, con- 
— kidneys, stomach, and intestines, otherwise organs 
normal. 

In the opinion of the senior sanitary officer, Dr. Rice, and 
of the acting principal medical officer, and also of the other 
medical officers who were associated with them in the 
investigation of the 1910 outbreak of yellow fever in 
Sekondi, the disease was of endemic origin. The fol- 
lowing are Dr. Rice’s conclusions, and with them I agree 
after examination of all the circumstances on the spot : 

‘That yellow fever had previously broken out in the Gold 
Coast is well shown in the extract which the acting principal 
medical officer has furnished from the annual reports : 

‘“‘Tam a comparatively recent importation to the Gold Coast, 
and hence am not in a position to state what were the reasons 
which led the authorities to call this disease for so many years 
by another name. A study of the casebooks from the various 
parts of the Gold Coast leave upon one’s mind the impression 
that in many instances Europeans who have been returned as 
having died of malignant malaria have really died of yellow 
fever. Sometimes the medical officers have discussed the 

ssibility of certain cases being yellow fever, and in other 
instances they have called it so, but in the annual returns this 
disease has usually been conspicuous by its absence, and 
ee, whether by accident or design, it had never been 
given official recognition. 

‘In reply to telegrams from head quarters as to the source of 
infection, I replied that I considered yellow fever to be endemic 
among the native population of West Africa, and I am still of 
that opinion. There is no other hypothesis that to my mind 
can explain this and previous outbreaks. The precise condi- 
tions that are necessary for the disease to be communicated to 
the non-immune white population are as yet unknown, but two 
= are always present when non-immunes are attacked, 
namely : 

1. They live in native towns unsegregated from natives. 
2. Under conditions which favour the breeding of the 
enormous numbers of Stegomyia. 

“Dr. W. C. Gorgas makes an interesting statement on this 
subject in the Proceedings of the Canal Zone Medical Associa- 
tion, 1908, namely: ‘That a certain proportion of Stegomyia 
must be present in a locality for the spread of yellow fever.’ 

“Tt is custom when an outbreak of yellow fever occurs to 
look for the ship that is always sup d to have brought the 
infection, in spite of the fact that to bring yellow fever to West 
Africa is equivalent to carrying coals to Newcastle. 

“Two men 4 the barques Montgomery and Cosmos, had brought 
cargoes to the port from America. The enone, from Gulf 
Port, Mississippi, arrived in Sekondi on January 17th, and left 
on March 7th. The voyage lasted seventy-five days, and the 
ship had a clean bill of health. 

‘* The Cosmos, from Mobile, U.S.A., arrived at Sekondi on 
March 5th and left on April 10th, having been forty-five days 
on the voyage with a clean bill of health ; so these ships may be 
regarded without suspicion.” 


ExtTRAcTs FROM THE ANNUAL MEDICAL AND SANITARY 
Report, 1895, Coast Cotony. 


General Health of the Colony. 

“The general health of the colony was extremely bad 
during the period, the endemic fever assuming a pseudo- 
epidemic form of a malignant type closely approaching in 
its clinical manifestations the vomito negro or mo a 
fever of the West Indies. The death-rate was enormous 
among Europeans, and the excitement induced thereby 
amounted almost to a panic and served to intensify the 
— tendencies of the prevailing fever in the latter part of 

year.” 

“At the beginning of the month the general health of the 
town of Accra was bad, and some cases of the malignant 
type. of fever, which during the first six months of the 
— prevailed on other parts of the coast, appeared. Three 

eaths occurred from it amongst the officials of the African 
Direct Telegraph Company. 

“‘ Cape Coast.—During the first quarter the health of the 
European residents was extremely bad, and judging from 
the death-rate worse than it has been for some years. The 

valent diseases were remittent fever and diarrhoea. 

he former seems to have been of a very pernicious nature 
with a tendency to hyperpyrexia, suppression of urine, and 
amaurosis (Dr. Lyons). Four deaths occurred among the 
non-official Europeans. During the second period the 
same condition of things persisted and the mortality was 
great; among officials two died and among non: officials six. 


“ Elmina.—The first quarter was marked by an unusual: 


prevalence of malarial fever. Out of a grand total of ten. 
officials, eight suffered from attacks of fever, more or less 


violent, and of these three died and two were invalided.. 
The non-official Europeans did not suffer so severely ; out 
of a grand total of fourteen, one was invalided and died 
three days later at sea. The prominent features of the 
various fatal cases were blood destruction, suppression of 
urine, hyperpyrexia, and heart failure (Dr. Elliott). rer, 
the second quarter the unhealthiness which characteri 

the previous quarter was continued into the early part. 
of May, when the onset of the wet and cold season. 
inaugurated a general change for the better. 

“ Salipond.—In 1895 I was stationed for some time in. 
Saltpond, during which period an outbreak of a very 
malignant type occurred amongst the limited ony se 
comm ity. Amongst the cases were Father Riche, of the: 
Catholic Mission; Mr. Trigg, of the Public Works Depart- — 
ment; and Mr. Moran, a trader, and another merchant. 
One of these cases, Mr. Moran, recovered. The cases pre- 
sented the features of — onset, high fever, which: 
gradually subsided; jaundice and albuminuria in the 
three fatal cases, black vomit, suppression of urine, coma. 
with convulsions and death, and at no time was haemo- 
globinuric urine passed in any case. A prominent fact. 
which lasted for ever in my memory was the existence of 
a peculiarly offensive odour and tho passage of peculiar 
tarry motions, the immediate circumference of which in a. 
bedpan or chamber-pot presented a look of altered blood. 
All these fatal cases presented a peculiar delirious restless-. 
ness before absolute coma set in; although I was inclined 
to regard these as cases of yellow fever, I was in possession 
of such information that I knew such a declaration would 
be useless on my part; and in this connexion I invite 
attention to paragraphs 12, 14, and 31 of the Annual: 
Medical Report for the year 1895. Mr. Trigg lived in- 
hired quarters in a native house, and the other Europeans- 
lived in the town. The second Catholic Father was. 
invalided very soon after the death of Father Riche.. 
I closed their house and condemned it. Some time after,. 
when Bishop Albert and Father Wade arrived in Saltpond,. 
I did not allow them to occupy the quarters, and told them 
what I thought the cause of the sickness was. At this. 
time the mosquitos were plentiful at Saltpond in the 
native quarters, but I was not able to identify species.” 

‘In the case of Mr. Trigg, I recollect wishing to try pilo- 
carpine, ae to the Bp merece and to the fact that the 
skin remained dry. I also recollect improvising a vapour. 
bath in the hope of starting diaphoresis.” __ 

“There had been much sickness and mortality prior to- 
this at Elmina and Cape Coast, and my leave was twice- 
put off owing to the death of the medical officer deputed to - 
relieve me. One, Dr. Lyons, being invalided and dying. 
Soon after the other, Dr. Conran, died at Cape Coast. At. 
this time much difference of opinion existed as regards the- 
sickness, but as far as my recollection goes the majority of 
the medical officers who saw cases believed they were 
dealing with yellow fever, and I heard that Drs. Lyons 
and Conran had succumbed jto this disease.” 

Saltpond.—First Quarter: The general health of the 
Europeans was most unsatisfactory, the prevalent diseases 
being remittent and intermittent fevers and dysentery... 
One official died from remittent fever complicated with. 
suppression of urine (Mr. Trigg). 


Extract from for 1896. 

“The general health of the colony during the year: 
under review shows little or no improvement on that. 
of the previous year. This year there were amongst the. 
European population 11 deaths of officials and 30 non- 
officials, as against 15 and 23 respectively during 1895; 
the number invalided being 23 officials and 35 non-officials,. 
against 26 and 32 in 1895. This high rate is to be attri- 
buted to the fact that the epidemic of the malignant type 
of fever which prevailed during the last half of 1895 con- 
tinued during the first four months of this year, the period 
during which the greater number of deaths occurred. 

“In Accra there was a good deal of sickness during the 
first half of the year, but the last half was exceptionally 
healthy, more especially amongst the European ofiicials,. 
this, no doubt, g due to the fact that the ere 

native: 
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Extract from Report for 1897. 

‘“‘ During the second quarter of the year Cape Coast and 
Saltpond suffered from an outbreak of fever affecting, so 
far as Iam aware, Europeans only, of the same nature as 
that which scourged Elmina and Cape Coast early in the 
year 1895, and which later in the year appeared in Accra, 
to which the Chief Medical Officer alluded in paragraph 1, 
report for 1895,” 


Health of Europeans at the Various Stations. 

“* Saltpond.—No deaths among officials. There were6deaths 
among non-officials, equal to a ratio of 67.4 of the total strength 
of ee ig oe in the station for the year. No officials were 
invalided, 
death one was a case of cerebral haemorrhage in an elderly man. 
Two were acute nephritis, complicating malarial fever, and 3 
were cases presenting the classical symptoms of yellow fever. 
The health of the officials was good, that of the non-officials 
exceedingly bad. The non-officiai Europeans—that is, the 
agents of the European mercantile firms—live in houses which 
are grouped round the lagoon, whereas the officials’ quarters are 
situated at some distance from the lagoon and close to the 
beach. This is sufficient to account for the immunity enjoyed 
by the officials, whilst the European employees of the mercantile 
firms were suffering from all the varieties of fever that are met 
with on the coast. 

‘* Cape Coast.—There were 12 deaths among non-officials, equal 
to a rate of 50 per 1,000; there were no deaths anne the 
officials. Causes of death were chiefly bilious remittent fever. 
There was one from yellow fever. 

‘“* A. Swanzy died at Accra 25th April, 1904, case being clinically 
similar to yellow fever. He was nursed by Miss Fraser, who 
went on leave 27th June, died on 3rd July at sea; symptoms 
alleged to be like yellow fever.’’ 


Note Furnished by Dr. Garland, Acting P.M.O. 

“T concur with the opinion of Sir Rubert Boyce that 
yellow fever existed for a considerable time, and was not 
officially recognized. However, there were occasions in 
1894 and 1895, and subsequently, when many of the 
medical officers of this colony openly stated that they were 
convinced that they were dealing with this disease, and 
that the matter was one actually under controversy is 
proved by the following extracts by chief medical officer 
from the medical report for 1895: 

“Three cases in Accra occurred in one house. During 
this year (1895) I had 4 cases of yellow fever at Saltpond, 
3 of whom died. I wrote to some of my colleagues at 
Cape Coast, as I know that determination had been shown 
in favour of the disease being declared a non-infectious 
bilious remittent fever. I only learnt that more than 
-one of the members of our staff considered they were 
dealing with yellow fever, but that the diagnosis would 
not be accepted. 

“T am inclined to believe that this outbreak originated at 
Elmina in 1894, where several Europeans died, and which 
had previously borne the reputation of being a most 
healthy station. After a considerable lapse of time an 
outbreak of a fatal type of fever occurred at Accra in 
1896, and I understand there was a severe outbreak at 
Little Pope some time after this, but there is no oppor- 
tunity of arriving at the facts with regard to the latter.” 

In the year 1897 a case of yellow fever was officially 
returned by the medical officer at Cape Coast. 

In the year 1897 a series of deaths occurred at Saltpon:1 
and Cape Coast, and the disease there presented the 

. Clinical manifestations of yellow fever. 

In 1898, 4 deaths occurred in the first six months 
amongst the Earopeans at Saltpond, and were classed as 
pernicious remittent fever. 

In 1902. 2 cases of yellow fever were recorded at Cape 
Coast by the late Dr. W. Murray. 

In 1903 a highly suspicious outbreak occurred at 
Mantrain and ended in six deaths, including the doctor, 
whose death unfortunately precluded the possibility of any 
medical history being rendered. 

Subsequent to this the only occasion on which cases 
presented a, suspicious nature was in 1904, when Mr. A. J. 
Swanzy died after a few days’ illness, having presented the 
clinical symptoms of this disease. 

In June, 1905, Mr. Wrenn was admitted, and died 
within a few days after showing many of the symptoms 
of this disease. 

Mr. Lulwer died in the hospital on July 24th afte 
displaying many of the symptoms of yellow fever. 

In February, 1906, Mr. Jubb, a Wesleyan missionary, 
died ; the symptoms pointed to yellow fever. , 


4 


but 3 non-officials were. As regards the causes of. 


On March 14th, 1906, a European clerk named Bailey 
died from fever showing symptoms of yellow fever. 
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VITl. 
YELLOW FEVER ON THE IVORY COAST. 

From 1899 to 1905 this colony shows a practically un- 
broken record of genuine malignant yellow fever. So bad 
had it become at one time that it was seriously proposed 
to abandon Grand Bassam, and, according to consular and 
medical reports, the greatest hindrance to commercial 
advance in the past has been yellow fever. 

In 1899-1900 there was a very severe epidemic. 

In 1903, during a period of four months, no steamers 
entered the port and all trade was at a standstill. In 
1904 the disease was again prominent, and the port was 
again stated to be infected in 1905. In fact, from 1900 to 
1905 a year has not passed without the a of cases, and 
Gazette quarantine notices have appeared in regular suc- 
cession. During one of the epidemics 50 per cent. of the 
native population left Bassam. In 1903 the European 
population was about 60, and the death-rate amongst these 


‘was 50 per cent. 


In recent years drainage and specific antimosquito pre- 
cautionary measures have been taken, and have replaced 
the old-time process of disinfection, and the burning of 
houses. It is to the awakening up to the importance of 
specific anti-Stegomyia measures on the Ivory Coast and 
in Senegal, and in Togoland, that must be ascribed the 
immunity from yellow fever which these colonies bave 
experienced since 1905, 
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IX. 
YELLOW FEVER IN TOGOLAND. 


The German colony of Togoland since it has been 
opened up to commercial enterprise has been the seat of 
frequent outbreaks of yellowfever. Thus in 1896, 40 cases 
were reported in Klein Popo. 

After this period there appears a lull, thatis to say, there 
was no obvious outbreak until 1905 when some cases were 
recorded at Anecho and Lomé. In 1906, 5 deatbs were 
also reported at Lomé and 1 case at Wydah. Krueger 
states that 30 cases occurred in Togoland from April to 
May, 1906. As the symptomatology and post-mortem ex- 
aminations of many cases are given, there is no doubt of 
the identity of the disease. According to the official 
Gazettes, quarantine was declared against Togoland and 
Lomé on April 22nd, 1905; Agone and Grand Popo in 
May, 1905; and against all ports in Togoland, Jone, 19(6. 

Dr. Otto was strongly of opinion that the disease was 
endemic and that the virus had been kept up by mild 
cases and recurrences. Those who have studied yellow 
fever in recent years regard this as the most rational ex- 
planation of outbreaks or sporadic cases of yellow fever. 

Otto also draws attention to the fact that many of the 
cases of yellow fever were diagnosed as “ pernicious fever,” 
with “inflammation of the kidney,” “ febris malaria con- 
tinua perniciosa nephritica,” “fever and heart disease,” 
etc. Thus, as in British Colonies so in the German, there 
can be no question that yellow fever bas passed unnoticed 
under a great variety of names. Probably vo diseate bas 
been mistaken for so many other diseases. In my opinion 
this has in Jarge measure arisen from the universal reluc- 
tance to admit the existence of the presence of yellow 
fever in any colony. No doubt commercial interest is 
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the real cause. There were, however, excasable reasons, 
such as the lack of any microscopic test as in malaria, and 
the fact that a large proportion of cases bear a consider- 
able general resemblance to malaria. It is for these 
reasons that the best guide to diagnosis in parts of the 
world where undoubted large outbreaks of the disease have 
occurred, is the presence of the Stegomyia in abandance. 
This is the case in German, as well as in the British and 
French West African colonies. 

Vigorous anti-stagnant water ordinances have been 
introduced and enforced in Togoland. 


X. 
YELLOW FEVER IN DAHOMEY, 

Within recent years Dahomey has been the seat of 
numerous recorded outbreaks. In 1905 cases occurred at 
Lomé and at Agone, where several deaths took place. 

In 1906 an outbreak occurred at Grand Popo In the 
same year yellow fever was present in Porto Novo and 
Koona, and 11 deaths are said to have taken place. 

It is very generally recogaized amongst merchants that 
the coast and river towns in Dahomey and Togoland are 
very liable to yellow fever. 

Considering that these towns are close to Lagos, it 
would be exceedingly strange if Lagos should have been 
free from yellow tever in this period ; even admitting that 
yellow fever was not endemic in that city, it was 
obviously liable to be imported at any time. 

BIBLIOGRAPHY. 


Otto: Ueber Gelbfieber in Afrika, Archiv f. Schiffs u. Tropen 
Hygiene, 1907 


Krueger: Die Gelbfieber Erkrankungen in Togo, Archiv f. Schiffs u. 


Tropen Hygiene, 1907. 


SUMMARY. 


I think I have brought forward sufficient eviderce, based 
upon accurate records, clinical and historical, written by 
men of admitted ability and experience in yellow fever, to 
conclasively prove that yellow fever has been of far more 
freqaent occarrence than is usually supposed on the West 
Coast. That in fact it has appeared annually over a very 
large namber of years, practically, as my figures show, for 
the last one hundred years. 

A few gaps of a few years have occurred, such as 
between 1852 ard 1858, 1868 and 1872, 1873 and 1878, 
1878 and 1883, 1884 and 1890 

Bat from 1890 to the present date, I am of opinion, from 
- data which I have examined, that there is an unbroken 
ine. 

During the whole hurdred years there is no large 
interval which would make it reasonable to suppose that 
yellow fever had completely died out on the Coast. 

In my opinion this evidence is so strong that we are 
obliged to assume that the disease is endemic upon the 
West African Coast for at least the last hundred years. 
The question now therefore arises, By whom has the virus 
been kept up? 

In the first place, we know positively that the trans- 
mitting agent, the Stegomyia, is present in overwhelming 
quantity. It only remains to prove how a continuous 
source of infection has been maintained. 

To those who would adopt the theory of importation, it 
would mean a continuous importation from, say, the West 
Indies, Central or South America, and there is no history 
of such importation. Therefore, in my opinion, the most 
reasonahle explanation is the one which has proved correct 
in the West Indies, Central and South America, and is 
adopted by the most recent English, French, and German 
investigators in yellow fever—namely, that the disease 
exists amongst the natives in a mild form; in other words, 
that it is endemic. 

A little consideration will show that the whites have not 
been the soarce of the continuous infection for the reason 
that the total number of whites on the whole West African 
Coast has never been large enough to admit of continuous 
keeping up of the virus; the whites are in the very small 
minority. Therefore, precisely as in the case of the sister 
disease, malaria, the continuous or endemic source of 
infection is the comparatively dense native population of 
the West Coast. : ns 

The evidence which I have brought forward also con- 
clusively points, both in English, French, and German 
colonies, to a vast amount of mistaken diagnosis. Yellow 


fever was not suspected in its mild form, and it was not 
found out; it was only discovered when fatal cases: made 
their appearance, and, as my evidence shows, these cases 
were as often as not mistaken for other diseases. These 
same mistakes in diagnosis have occurred over and 
over again in yellow-fever countries, especially in the . 
commencement. 

I therefore conclude from the evidence that a com- 
paratively large number of deaths and mild cases have 
occurred from yellow fever in the past, and which have 
been attributed to malaria—chiefly the “ bilious remittent 
fever.” Most authorities upon yellow fever are agreed 


that in a very large number of instances “ bilious remittent 


fever” is another name for yellow fever. 

It must be recollected that it is only last year that 
effective sulphur fumigation of the infected Stegomyia has 
been attempted on the West Coast after outbreaks. 

Therefore, infected Stegomyia were left in the past to 
live on and to carry infection into a succeeding year. 
Finally : 
1. The historical record of outbreaks and sporadic cases, as 
recorded above ; 
2. Mistaken diagnosis; 
3. The absence of any destruction of infected Stegomyia in 
the past; and 
4. The comparative immunity of the native, 
is evidence overwhelmingly in favour of the disease being 
endemic on the Coast, and of its having been repeatedly 
mistaken for other diseases, or entirely overlooked, and of 
its being kept up in a mild form by the natives, just as 
formerly in Caba, Rio, and the West Indies. 


Years in which Yellow Fever has appeared in Sporadic or 
Epidemic Form in West Africa. 


1807 1828 1891 
1829 1850 _ 
1809 1830 —_ 1872 1893 
1852 1873 1894 
“1814 1835 1898 
1836 1878 1899 
1816 1837 1858 — 1900 
1817 1838 1859 —_— 1901 
1818 1839 — _ 1902 
1819 1840 —_ — 1903 
1820 1841 1862 1883 1904 
1821 1842 1863 1884 1905 
1822 — 1864 _ 1906 
1823 1844 1865 _ = 
1824 1845 1866 _— 1908 
1825 1846 1867 —_ 1909 
1826 ‘1847 1868 — 1910 
1827 1890 
Memoranda : 


MEDICAL, SURGICAL, OBSTETRICAL. 


THE IPECACUANHA TREATMENT OF DYSENTERY 
AND HEPATITIS. 

Tue paragraph in the British MepicaL Journat of 
December 31st, 1910 (page 2039), on the discussion in the 
medical section of the Asiatic Society of Bengal on the 
treatment of dysentery and hepatitis by ipecacuanba is 
very interesting, more especially to those of us who have 
had considerable experience of the tropics. 

I shall always regret that my earlier efforts at the 
healing of these diseases were all directed by ideas as to 
inefficacy of ipecacuanba. In the Indian Medical Congress 
held at Calcutta in 1894, irrigation\of the bowels with 
various lotions, and the use of sulphate of magnesia, were 
the lines of treatment most strongly urged, and the new 
— in India were led away from the teaching of older 

ays. 

One case which I had under my care in Kalna Mission 
Hospital in May, 1909, illastrates very wonderfully some 
points in the ipecacuanha treatment. The pationt was a 


Bengali Mussulman, with amoebic abscess of the liver. I 
excised a rib, and opened into the abscess. Then I made 
the experiment of employing the Sprengel pump to secure 
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continuous evacuation, and found considerable benefit, as 
compared with drainage by ordinary tubing. But the 
discharge went on, and [{ was in despair. Finally I tried 

ulv. ipecacuanhae, and in a remarkably short time—a few 
Says merely—the discharge had ceased, and the opening 
closed. Then to my vexation—though our newer ideas 
‘quite explain its advent—dysentery set in. The patient 
seemed too weak to stand much more, but he gradually 
rallied, and went out cured. 

I may add that in Kalna Hospital we found the adminis- 
tration of ipecacuanha quite a satisfactory thing, and even 
in the case of the out-patients the more intelligent fre- 
quently realized its usefulness, and were very ready to 
take every precaution against nausea, very often with 
complete success. 


Leven, Fife. Matcotm Macnicot, M.B., C.M.Glas. 


PYLORIC OBSTRUCTION. 

Joun J., aged 42, was sent to me by Dr. McAlister 
Hewlings, of Leicester, on June 26tb, 1909, with symptoms 
and signs of pyloric obstruction and dilatation of the 
stomacb. There was a doubtful history of an attack of 
appendicitis in August, 1907. For the last year he had 
had much pain in the epigastrium after food. Vomiting 
had commenced three months before I saw him, and 
occurred each day, large quantities of sour, acid stomach 
contents being thrown up. There had been marked loss 
of weight. There was no history of jaundice. 

The stomach was found to be considerably dilated, 
peristalsis of the organ being visible through the abdominal 
wall, No tumour could be felt. A diagnosis of pyloric 
obstruction, due to probable contraction round an old 
ulcer, was made, and operation advised. 

This was performed on June 30th, when the stomach 
was found to be enormously dilated; the pylorus and gall 
bladder were densely adherent, and several stones could 
be felt through the wall of the latter. On opening the 
gall bladder ten small stones were removed ; one large one, 
of cylindrical shape, about 1 in. long and } in. in diameter, 
was found wedged tightly in the pylorus like a cork. On 
extracting this, stomach contents at once gushed up freely 
through the wound in the gall bladder. The latter 
was sewn up carefully, and a posterior no-loop gastro- 
jejunostomy performed. A drainage tube was inserted 
down to the gall bladder. After a somewhat tedious 
convalescence, due to suppuration in the abdominal 
wound, the patient went home free from all his gastric 
symptoms. 

The gall stone had evidently ulcerated its way into the 
pylorue, and from the appearance at the operation it was 
difficult to imagine how any stomach contents ever got 


into the duodenum. 
BLeicester. F. Botton Carter, M.S., F.R.C.S. 


A CASE OF POISONING AFTER SMALL DOSES 
OF ASPIRIN. 

Tue following case is, I think, of sufficient interest to 

record, owing to the rarity of the aspirin idiosyncrasy, and 

the fact that it appears to be little known that there are 

people affected in an alarming way by even small doses of 

the drug : 

First Incident.—Mrs. A., aged 60, was, last spring, advised b 
a friend to try aspirin for her rheumatism. She therefore too 
one 5-grain tablet some little time after a meal at which she 

rtook of fish and cocoa. In half an hour she noticed that her 
fos were swollen. The swelling spread rapidly all over her 
face, and finally her tongue and throat became affected. My 
partner, Dr. Barber, who was called in, was inclined to ascribe 
the symptoms to fish poisoning, although the patient herself 

at the blame upon the tablet, and refused to take another. In 
Seente-tane hours all swelling had disappeared. 

Second Incident.—On December 8th Mrs. A. consulted Dr. 
Barber about her rheumatism, and he prescribed for her 
aspirin, gr.v., three times a day. She took the first tablet at 
5.15, allowing it to dissolve in her mouth, and using no liquid to 
wash it down. At 5.30 she had a meal consisting of coffee, 
bread-and-butter, and some preserved greengages (not tinned). 

Conditions Noted.—I was called to see her shortly after 6, 
my partner being out. I found her very anxious and restlese, 
her face enormously swollen, especially the eyelids, lips, and 
nose. The tongue was swollen so much that it was with 
difficulty protruded between the teeth. , The fauces also were 
much swollen, and she complained of great discomfort in her 
throat. There was no beadache, but she complained of her 
head being ‘funny and uncomfortable.’ On her hands and 
forearms there was an urticarial rash. The pulse was 110, 


feeble. The pupils were moderately dilated, and th j 

Result.—My partner saw her shortly afterwards, and we both 
feared that oedema of the glottis might supervene. Next morning 
the swelling was much less, but the eyelids were still very puffy, 
and the vessels of the conjunctiva engaged; in fact, this sym- 
— = not disappear for a week. The pulse was 80, and she 

elt well. 
REMARKS. 
On both occasions the drug used was the product of the 


Bayer Company, made into tablets by the Standard Tablet 


Company, of Hove, and there can be no doubt as to the | 


purify of the drug. The Bayer Company, to whom I 
wrote giving a description of the case, replied that a few 
reports of somewhat similar conditions, resulting from the 
use of aspirin, had been sent to them. 

This, then, appears to be a case of a rare idiosyncrasy to 
aspirin, a vasomotor neurosis, allied to angeio-neurotic 
oedema, but without visceral symptoms. It is important 
to bear in mind the possibility of such cases, and that the 
symptoms may be of a very alarming nature, since aspirin 
is a drug so freely prescribed and so freely taken without 
consultation with a medical man. Moreover, it seems to 
point to the wisdom of always starting treatment with a 
small dose. In this case, had two or three tablets been 
taken instead of one, it is quite possible that a fatal 
oedema of the glottis might have occurred. 

Hastings. Conwy Moreay, M.D.Lond. 


Reports 


ON 
MEDICAL AND SURGICAL PRACTICE IN THE 
HOSPITALS AND ASYLUMS OF THE 
BRITISH EMPIRE. 


KENT COUNTY ASYLUM, MAIDSTONE. 
A CASE OF ANEURYSM OF THE HEART. 


(By B. C. A. Leeper, L.R.C.P.S.I.and L.M, Assistant 
Medical Officer to the Asylum ) 
H. T., 62 years of age, a pensioner, R.M.L.I., married, was 
admitted on January 10tb, 1907. 

Family History.— Unimportant. 

Previous History.—After pension from R.M.L.T. he went 
to Chatham Dockyard, where he performed hard work as 
a fitter. He bad influenza two years before admission, 
and had bad rheumatic fever once when abroad. 

On Admission.—His general health good. The heart 
impulse beat beyond the nipple line. Action weak. 
Sounds impure. Palse 82, good volume. The other organs 
were healthy. 

After Admission.—He was very depressed, and said he 
wanted to die. Cried in a piteous fashion, and stated that 
twelve months ago something seewed to strike him like an 
electric shock, which worked into his inside, causing him 
great paiv, which he said he continued to feel in his 
chest, stomacb, and testicles. He worked fairly well in 
the wards, but at times took to his bed for two or three 
days at a time, when he got more depressed than usual, 
and begged to be shot. There were no more evident signs 
of any cardiac trouble than he had on admission. 

On September 7th, 1910 (three years and eight months 
after admission), he was at tea in the ward, and suddenly 
fell off his chair and expired immediately. 

Post-mortem Examination.—Pericardium and heart 
weighed 33}0z. The heart was firmly fixed by dense 
fibrous adhesions to pericardium. The walls of ventricles 
were very friable and chiefly fibrinous. All cavities were 
enormously dilated, especially the left ventricle, to which 
there was attached a sac (about the size of a cricket ball) 
communicating with the ventricle by a small orifice. This 
sac was filled with Jayers of laminated clot. All other 
thoracic and abdominal organs were healthy. 

Remarks.—The chief features of interest in this case 
were: (1) The absence of any physical signs of the 
aneurysm, which had clearly been present for some 
considerable time; also (2) that it did not appear to 
hinder the patient in any way from performing hard 
work as a fitter; (3) the rare position for the aneurysm 
to be situated. 
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Reports of Societies. 


OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM. 


At an ordinary meeting held on January 26th, 1911, 
Dr. G. A. Barry, President, in the Chair, Dr. Thomas 
Buzzard was elected, by ballot, an honorary member of 
the society. Mr. J. Hersert FisHer read a paper entitled, 
The Pitustary Body and Lesions of the Optic Chiasma. 
After alluding to cases which from time to time had 
sporadically been reported in the Transactions of the 
Society, he dealt shortly with the development, structural 
anatomy, and fanction of the hypophysis cerebri. Refer- 
ence was made to the recognition and elucidation of 
acromegaly by Marie in 1886 and subsequent years, and 
Frohlich’s train of symptoms known as ‘“dystrophia 
adiposo-genitalis” was sketched. Recent experimental 
work on the pituitary body and its function, by 
Pavlesco and Harvey Cushing was narrated. The associ- 
ation between the hypophysis cerebri and other ductless 
glands was reviewed. Cushing deduced from his extensive 
work on the subject that acromegaly and gigantism were 
the result of hypersecretion of the axterior lobe of the 
pituitary gland, while Frohlich’s train of symptoms was 
the result of hypersecretion. Mixed cases were explained 
on this theory. The author then related in detail 9 
cases of pituitary body and chiasma lesion which he had 
personally observed, over a long period of time in most 
instances. The cases provided examples of acromegaly 
and of Frohlich’s syndrome in complete and in partial 
manifestation; 1 complete case showed that this train of 
symptoms might develop in the adult as well as in the 
child. The cases showed the early liability to sexual 
_ disturbance and impotence in pituitary body lesions. 
Primary atrophy, not papilloedema, was the ophthalmo- 
scopic phenomenon in all the cases. Some examples of 
very practical benefit by treatment with thyroid extract or 
pituitary extract were afforded. In the later cases special 
extract of the anterior pituitary lobe only was being tried, 
with some encouraging signs of benefit. In every case 
charts of the field of vision were exhibited, and the 
necessity of perimetry for the diagnosis was insisted on. 
The additional value of « rays in demonstrating enlarge- 
ment and destruction of the sella turcica, was well 
exemplified by the skiagrams of the patients. The paper 
was discussed by the Presipent, Mr. J. B. Lawrorp, Mr. 
R. W. Doynz, Mr. Jameson Evans, Mr. Ricuarpson Cross, 
and Mr. Hewxzey, and Mr. Fisuer replied. 


MEDICAL SOCIETY OF LIVERPOOL. 
Ar the annual meeting held on January 19th, 1911, the 


following list of officer-bearers and members of council 


were adopted: President,T.R Bradshaw; Vice- Presidents, 
J. E. McDougall, G. P. Newbolt, *C. S. Sherrington, * W. B. 
Paterson ; Treasurer, J. Lloyd Roberts; General Secretary, 
Thomas Bushby; Secretary of Ordinary Meetings, W. B. 
Warrington; Secretary of Pathological Meetings, Ernest 
E. Glynn; Librarian, *J. C. M. Given; Editor of the 
Journal, John Hay; Council: T. H. Bickerton, Richard 
Humphreys, Herbert R. Hurter, T. C. Litler Jones, John 
Owen, Joseph Unsworth, *R. W. MacKenna, *C. V. 
Vereker, “Owen T. Williams, * Robert E. Kelly, * Arthur 
Evans, and *J. E. O’Sallivan; Auditors, *T. C. Litler 
Jones and *Stanley A. Gill. Those marked (**) did not 
hold the same office last year. 


Saturday, January 28th, 1911. 
Dr. J. E. McDoveatt, Vice-President, in the Chair. 


Mr. R. C. Dun and Prorzssor Ernest Giyyn read a paper 
on Tumours of the adrenal glands, with especial reference 
to those occurring in children. Mr. Dun first described 
. the features of his case. The patient was a girl, 5 years of 
age, of precocious development. The body was covered 
largely with fat, and hair was copious in several parts of 
the body—namely, over the scalp, pubes, and in the 
axillae. A large tumour was present in the right flank 
having the characteristics of a renal tumour. The child 


died in a few days from bronchopneumonia. A post- 
mortem examination made by Dr. Glynn proved that the 
tumour was certainly one of the adrenal body ; the kidney 
was found free, but embedded on the under surface of the 
tumour. The authors then considered the previous six- 
teen cases already published, and compared these with the - 
one reported by them. They gave the following classifica- 
tion :—Group A: From cortex; malignant hypernephroma 
associated with great precocity in children of both sexes, 
or great muscular development with true sexual precocity 
in males. Group B.: ? From.cortex or medulla round- 
celled sarcoma—(1) Hutchinson’s type with metastases in 
the skull; (2) Pepper’s type, congenital, with tumours in 
the liver. Group C: Unclassified. Primary tumours in. 
adults were less easy to classify, but malignant hyper- 
nephroma in the adult female might produce secondary male 
characteristics. The writers pointed out that precocity in 
children was sometimes associated with tumours in other 
glands. Dr. Buarr Bett said it was important to remember 
the inter-relation of the various ductless glands. The secre- 
tions of the ovary and thyroid were antagonistic to those 
elaborated by the infandibular portion of the pituitary and 
the medulla of the adrenals. This was shown by the 
effect upon blood pressure, and upon the calcium meta- 
bolism. He asked how far variation in function was 
accompanied by change in structure of the gland itself; 
or how far structural change was really due to alteration 
in the activity of some other of the glands. Hence, 
instead of removing a hypothetically over-active ovary 
in osteomalacia, as had been done in the past, adrenalin 
was now given with success to antagonize the over-active 
ovary. Perhaps infundibular extract would have the same 
effect. He pointed out that in some cases, as in that just 
related, it was only the secondary characteristics of 
puberty that were developed; in others there was actual 
precocious sexual activity. He thought that in the latter 
cases there was a coincident reaction in the specific genital 
glands. He had long urged that the specific glands were 
not alone responsible for the genital activity, but that 
many of the ductless glands participated in the process. 
There was now evidence that this was so. Dr. W. C. Oram 
read a paper on the methods of Localization of foreign 
bodies by the x rays. He showed a radiogram of a needle 
2in. in length completely imbedded in the tongue of a 
child aged 4. Diagrams were exhibited illustrating the 
process of localizing a bullet in the hip by a screen 
examination. Various methods of localizing a needle in 
the hand were described and their accuracy and limita- 
tions discussed, and a process described by whicb, when 
two stereoscopic negatives were used, together with a pre- 
pared curve connecting the shift of the shadow of the 
needle with its depth in the tissues, the distance of the 
—— the surface could be estimated to the tenth of 
an 1n J 


LEEDS AND WEST RIDING MEDICO- 
CHIRURGICAL SOCIETY. 
At a meeting held on January 20th, Dr. A. Curisty 


‘Witson, President, in the chair, Mr. H. J. Rover read 


notes of a case of Intussusception in a child 6 years old. 
The symptoms, pain and vomiting, had lasted nine hours. 
When he opened the abdomen he found it impossible to 
reduce the invagination, which was of the ileo-colic 
variety, on account, as he thought, of its having passed 
through the ileo caecal valve. The intussusception was 
almost 8 in. long, and, fearing the consequences of re- 
section, he made a lateral anastomosis between the ileum 
above the intussusception and the colon beyond the 
point to which it extended, leaving the intussuscep- 
tion im situ. The child recovered and had remained 
well ever since (November, 1909). He thought this 
operation should be performed in recent cases where 
the condition of the invaginated gut was good, in 
preference to resection, which was notoriously fatal. 
Mr. C. H. Gresnwoop made remarks on a case of Red 
degeneration of fibroids in pregnancy with acute a 
ptoms in which hysterectomy had been performed. The 
patient, a primigravida, was seized with sudden acute 
pain and vomiting; a diagnosis of ovarian tumour with 
twisted pedicle was made. The condition found at opera- 


tion was red degeneration of a pedunculated fibruid. As 
there were several other fibroids, hysterectomy was done. 
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‘Recovery was uneventful. The specimens showed earl 

red degeneration in streaks and patches amid norm 
myoma tissue. The red areas showed degenerate muscle 
fibres, blood stasis, and dilated vessels, but no thrombosis. 
The pale areas showed no vascular dilatation. It was 
suggested that the degenerating myoma cells liberated 
some bodies which acted first as haemolysins, thus causing 
the discoloration; and, secondly, as fibrin ferments lead- 
ing to stasis (as seen in the present specimens), and 
then thrombosis, and that the onset of the acute sym- 
ptoms corresponded to these changes. The thrombosis, etc., 
was thus secondary to the degeneration, not the cause of it. 
Dr. E, F. Trevetyan showed (1) a case of Muscular 
dystrophy (pseudo-hypertrophic paralysis) of twelve years’ 
duration in a man now aged 20. There was psendo- 
hypertrophy of the calf muscles, but particularly of the 
triceps muscles. There was marked atrophy of the glutei 
and latissimus dorsi, but only slight atrophy of the lower 
torals and spinati. The scapulae were slightly winged. 
he gait was waddling, and there was lordosis in the 
_ lumbar region. (2) A case of Graves's disease, undergoing 
retrogression, in a woman aged 40. She had been long 
under observation, and had an acute attack of insanity 
about ten years ago. All the signs had considerably 
improved, but somewhat unsymmetrically. Thus the 
exophthalmos had almost disappeared on the left side, and 
the tremor was less marked in the left than in the right arm. 
Mr. H. Cotninson showed a case of Caleulows anuria, in 
which, after an attack cf pain in the left kidney region, 
followed by haematuria, complete suppression of urine 
occurred and lasted for five days. Examination by « rays 
showed no evidence of calculus. Exploration of the left 
kidney on the fifth day of anuria revealed a calculus 
impacted in the opening of the ureter. This was extracted 
through an incision in the renal cortex, and the kidney 
drained. Urine began to be secreted in afew hours. Recovery 
was uneventfal. Mr. Rowpen explained that the calculus 
on analysis was found to be almost pure uric acid 
stone, and hence was not demonstrable by the @ rays. 
Mr. S. THomrson Row ine showed an Improved apparatus 
for administering the oxygenated and warmed vapours of 
ether and chloroform for general anaesthesia. The appara- 
tus consisted of two cylindrical glass tubes, placed ver- 
tically side by side, the one containing ether, the other 
chloroform. Warmed oxygen was passed through the 
ether or chloroform and the oxygenated anaesthetic 
vapours were administered to the patient through a per- 
forated tube arranged in a wire frame which was covered 
with gauze. The cylindrical glass tabes were supported 
and the oxygen was warmed by a water.jacket, arranged 
to serve the additional purpose of forming an efficient pro- 
tection for the glass. Any proportion of oxygenated ether 
or chloroform, either alone or together, could be adminis- 
tered, or pure oxygen alone if desired. The administration 
is on the plenum principle ; the presence of oxygen causes 
very quiet respiration and a good pulse, and a profound 
narcosis can be maintained with safety; there is also no 
blueness and no mucus. Mr. J. F. Dosson showed a 
specimen from a patient upon whom Eacision of the 
greater part of the stomach had been performed. Anterior 
gastro-enterostomy and entero-enterostomy for a large 
saddle ulcer on the lesser curvature of the stomach had 
been foe gre seven months previously. The patient 
gained 2 st. in weight and was free from pain for a month 
after the operation. She then began to complain of severe 
pain after food. Eventually the abdomen was reopened 
and a perforating ulcer adherent to the abdominal wall 
was found in the jejanum just below the gastro-enteros- 
tomy opening. The gastric ulcer had healed, leaving a scar 
which produced a marked hourglass contraction of the 
stomach. The greater part of the stomach was excised 
(including the gastro-enterostomy opening and the scar of 
the ulcer) and the efferent and afferent loops of bowel. 
The continuity of the stomach and small intestine 
was restored, the patient making a good recovery. 
Dr. C. OxpFizLD showed a series of specimens to illas- 
trate the advantages of Removal of the body of the uterus 
together with the appendages in cases where the latter had 
to be removed for gross disease. The specimens were: 
Two of double pyosalpinx, 2 of bilateral tuberculous 
salpingo-odphoritis, 1 of malignant disease of ovary with 
dual primary growth in uterus, 1 of bilateral ovarian 
cyst. The immediate and remote results were better than 


when the uterus was left, and this fact was now becoming 
—, recognized by gynaecological surgeons. Mr. J. 
TEWART showed Three cases treated by “ wil 


_(1) Male, aged 34. Intense headaches, Jacksonian epilepsy of 
right side of face, ten days later paresis of right arm and d. 
Retention of urine on three occasions. Optic neuritis. Potas- 
sium iodide of no effect. ‘‘606” three weeks ago. Patient 
slowly but perceptibly improving. (2) Ulceration of right side 
of face and anterior triangle of neck, with fistula of Stenson’s 
duct, of three years’ duration, during which time was on anti- 
syphilitic remedies. ‘'606” twenty-seven days ago; almost 
healed. Fistula not closed. (3) Inveterate ulceration of 
tongue, throat, lips, and cheek, which had resisted Hg, KI, 
~~ and Littmann’s decoction. Ulceration cleared up in three 
ays. 


Dr. Beprorp Prerce showed a Lead pencil removed from 
the duodenum by Mr. Littlewood (with skiagrams). Dr. 
A. Bronner showed several Instruments for the suction 
treatment of various diseases of the ear and nose. By this 
method, in cases of acute purulent affections of the middle 
ear or accessory nasal cavities, the pus could be removed, 
the swollen membrane reduced, and drainage of the 
cavities improved. In some cases of oto-sclerosis the 
hearing was improved and the tinnitus lessened. Cases 
and specimens were also shown by Dr. A. G. Barrs, Mr. R. 
Lawrorp Kwnaces, Mr. G. Constaste Hayes, Dr. T. 
Warprop GrirritH, Mr. B. G. A. Moynigan, Dr. M, 
Mr, Micuamt A. Dr. W. H. 
TELLING. 


NOTTINGHAM MEDICO-CHIRURGICAL 
SOCIETY. 


A joint meeting of the Nottingham Medico-Chirurgical 
Society and the Nottingham Division of the British 
Medical Association was held on February lst, Mr. W. 
Mortgy WI11Is, President, in the chair. 


Non-malignant Diseases of the Breast and their Relation 
to Mammary Cancer. 

The mid-session address was delivered by Mr. Sampson 
Hanptey, who took for his subject, Non-malignant diseases 
of the breast and their relation to mammary cancer. He 
said he would consider, first, the diagnosis of the various 
mammary tumours; secondly, their relationship to one 
another, and under what circumstances innocent tumours 
might develop into malignant types; and thirdly, the 
possible steps which might be taken to prevent 
innocent tumours from becoming malignant. By means 
of lantern slides Mr. Handley clearly demonstrated the 
pathological anatomy of fibro-adenomata through their 
varying stages. As showing the relationship of fibro- 
adenoma to carcinoma, he quoted a case in which a 
carcinoma developed in a breast six months after the 
removal of an innocent fibro-adenoma. He said that in 
the museum of St. Bartholomew's there was a specimen 
of a fibro-adenoma with a carcinoma in its centre; there- 
fore, he always advised the removal of fibro-adenoma, and, 
in addition, he always swabbed out the cavity caused by 
its removal with some strong antiseptic solution so as to 
destroy any stray cells of the tumour left in its removal. 
On the other hand, types of soft fibro-adenoma sometimes 
became very rapid in their growth, and he had no doubt 
occasionally these took on a sarcomatous type. In the 
same way Mr. Handley followed out the course of the 
growth ot duct papilloma, and showed a heautiful example 
with a duct papilloma in the lumen of the duct and eroding 
the opposite wall; beyond this were undoubted signs of 
duct cancer. He advised the complete removal of the 
breast in all cases of duct papilloma—in fact, whenever 
there was serous discharge at the nipple. Turning to the 
inflammatory tumours, chronic mastitis was probably the 
chief precursor of malignant disease. He regarded Paget's 
disease as being carcinomatous from the commencement, 
and only secondarily becoming eczematous. “ Pig skin” 
was not always malignant, but might be due to syphilis or 
tubercle, as it was caused by lymphatic obstruction. The 
pits were the openings of the sweat glands where the skin 
was tied down to the subcutaneous tissue. Mr. R. G. 
HocartH proposed a vote of thanks to Mr. Handley, and 
Dr. C. H. Cattie seconded this. 
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DISPLACEMENT OF KIDNEY. 

Dr. Loneygar, who believes that in the nephrocolic liga- 
ment he has discovered the principal positive etiologic 
factor in nephroptosis, or floating kidney, has presented 
his views in a volume entitled Nephrocoloptosis He 
holds that, owing to the character and attachments of the 
nephrocolic ligament, nephroptosis must, save when due to 
injary; be secondary to a coloptosis. On that account the 
displacement of a kidney must be considered as associated 
with a prolapsed colon, the bowel never being left out of 
consideration. As Glenard says, we may find enteroptosis 
without nephroptosis, but never nephroptosis without 
enteroptosis. 

Whatever may be the truth of his theory and the value 
of his method of operative treatment, it must be admitted 
that Dr. Longyear has taken great pains in demonstrating 
the anatomy of the kidney and the parts concerned when 
it is displaced, adding instractive drawings and radio- 
graphs. He describes at great length the manner by 
which the nature and relations of the nephrocolic ligament 
may be made clear ia the dissecting room. It is an 
irregular aggregation of fascicali which may be torn and 
rendered useless for purposes of visceral support if 
handled roughly in the course of an operation, but, 
when bunched together, the fasciculi have much resist- 
ing power. It is inserted into the posterior aspect on 
the one side of the ascending and on the other side 
of the descending colon, between the peritoneal attach- 
ments of the bowel. It is adherent ventrally to the 
peritoneum above its attachment to the bowel, and its 
tissue blends with the attenuated wall of the anterior 
lamella of Gerota’s capsule, a structure derived from the 
subperitoneal fascia. That capsule encloses the kidney 
and its fatty envelope, but not completely. It is more or 
less open below and entirely open towards the median 
line. The two lamellae of Gerota’s capsule meet at the 
upper end of the kidney and send fibres to the under 
sacface of the diaphragm; some pass between the upper 
pole of the kidney and the suprarenal body, sending fibres 
to both, which form a loose attachment, easily broken 
dowa. Hence the suprarenal body remains behind when 
the kidney is removed, except when there have been local 
inflammatory changes causing adhesion. Dr. Longyear 
insists that the more important part of the capsule is that 
which is inferior. The kidney, when descending, carries 
with it its fatty envelope, but the capsule of Gerota, being 
fixed, remains in place, and being open at its inner aspect 
allows the kidney to slip downwards out of its embrace. 

The priaciple of a sound mechanical treatment of ptosis 
of the kidney is the removal. of the downward strain of 
the nephrocolic ligament and the maintenance of pressure 
of the intestine against the kidney from the direction of 
the median line, so that it cannot easily slip out of Gerota’s 
capsule at its only side open towards the median line, 
De. Longyear describes and figures a special truss which 
he believes to be suitable for tae support of the displaced 
kidney. We find it difficult to estimate the comparative 
merits of this apparatus and that used by other experienced 
surgeons who hold other views. 

The author’s principles of operative treatment are based 
on his anatomical views already related. He denounces 
the stripping off of the fatty capsule and the fixation of 
the kidney to the adjacent structures and tissues in the 
loin. The kidney is fixed, but the patient is not cared. 
The result of freeing the fatty capsule from the kidney 
is to increase the mobility of the ascending colon and 
caecum, so that the traction exerted by the large intes- 
tine not only continues, but is augmented. The prime 
factor in surgical. therapeutics, according to Dr. Longyear, 
is fixation of the colon, fixation of the kidney being of 
secondary importance. The operation which he has 
devised is described at fall length avd explained by 
drawings. The illustrations of the different steps are 


' Nephrcocoloptosis. A Description of the Nepbrocolic Ligament and 
its Action in the Causation of Nephroptosis, with the Technic of the 
Operation of Nephrocolopexy, in which the Nephrocolic Ulgament is 
Utilized to Immobilize both Kidney and Bowel. By H. W. Longyear, 
M.D., Professor of Gynaecology and Abdominal Surgery, Detroit Post- 
graduate Medical School, etc. London: George Keener and Co. 1910. 
(Roy. 8vo, pp. 251, illustrations 88, 12s. 6d.) 


of the best quality, made the clearer by skeletom 
sketches opposite them. A lumbar incision being made, 
the transversalis fascia is laid open and the subperitoneal 
(not the circumrenal) fat exposed and pushed downwards. 
Gerota’s capsule, a pinkish-coloured membrane somewhat. 
resembling peritoneum, now appears. In order to avoid 
the peritoneum the incision through the transversalis 
fascia must be made near the twelfth rib, and not too. 
far downwardr. Gerota’s capsule is seized with forceps 
and incised; the circumrenal fat then appears. The. 
nephrocolic ligament, after certain precautions fully ex- 
plained, is drawn out and its fasciculi pulled out and 
stretched. Then the middle part of the ligament is made. 
into a loop which is raised out of Gerota’s capsule. The 
next step is the suturing of the capsule under .the loop; 
a silver wire mattress suture is afterwards passed through 
the transversalis fascia, also under the loop of ligament. 
and through the fascia beyond it, and then secured, with 
special manceuvring. The muscle and subcutaneous fascia. 
are closed with interrupted sutures, and the integuments - 
subcutaneous suture of catgut which is entirely 
uried. 

Such is Dr. Longyear’s operation, which the reader 
cannot fail to admit is described by its deviser in clear 
language aided by yet clearer diagrams. But when we. 
turn to the author's statistics we feel that he cannot yet. 
convince those whose opinions and practice are different. 
He tabulaies 56 cases on which the operation of nephro- 
colopexy was performed. The tables follow an instruc- 
tive series of clinical reports of the same cases, and we. 
suspect that it will be generally considered that the 
reports are far more valuable and reliable than the tables. 
This book was issued, according to the title-page. in 1910, 
The first nephrocolopexy. it is stated in the tabler, was 
performed in January, 1906. Supposing that the compila-. 
tion of the tables was completed on January lst, 1910, it 
will be seen that no less than 28 of the operations date. 
from later than January lst, 1908; indeed the earliest. 
after December, 1909, was performed on April 28th, 1908, 
Again, 14 of the operations were done in 1907. Thus 
only 14 cases are left in which the after-history extends. 
to over three years. Two years are much too short, three 
years hardly long enough, to test the new procedure 
fairly. If the nephrocolic ligament be so distinct an 
entity as the author assumes, it still must be liable to. 
stretch; nor,on the other hand, are all the causes of 
nephrocoloptosis removed or neutralized. Dr. Longyear’s 
clinical statistics of floating kidney are, we suspect, at- 
variance with those of other observers. He claims to 
have detected,in his last 200 examinations of women 
consulting him for abdominal or pelvic disease, as many 
as 56 instances of floating kidney. In 400 previous 
examinations 76 were detected, and 23 in 400 stilk 
earlier; 145 floating kidneys in 1,000 patients seems a 
very high proportion, yet the author thinks otherwise, for 
he adds that “the larger percentage in the more recent 
series doubtless represents the difference in skill acquired 
in their diagnosis, as well, probably, as my increasing 
interest in looking for them.” Yet Dr. Longyear has 
pleaded his cause and described his new method most 
ably, and the treatise deserves the consideration of all 
anatomists and surgeons. 


SUPPURATIVE SALPINGITIS. 
De. Scurippg has prepared an important treatise on sup- 
parative inflammation of the Fallopian tube.? In the last 
generation tubal diseases were looked upon as curiosities. 
and gonorrhoea in the female was ranked as “ relatively’ 
mild” in comparison with the same disorder in the male. 
Lawson Tait, more than any other surgeon, made us 
acquainted with diseases of the Fallopian tube, and 
womankind has in the long run:profited even from his 
errore. Too little had been made of salpingitis; yet the 
great Birmingham surgeon erred, on the other hand, not- 
in looking on it as serious, which it always is, but in 
deeming it incurable and insisting on the amputation of 
the stricken oviduct. We need not dwell on the gravity 
of gonorrhoeal infection, for all now know how disastrous 
it-may prove. Dr. Schridde publishes the fruits of Jong 


2 Die eitrigen Entziindungen des Etleiters. Histologische Unter- 


suchungen von Dr. Herm. Schridde a. 0. Professor an der Universitit: 
aaa hin be. Jena: Gustav Fischer. 1910. (Sup. roy. 8vo, pp. 59;. 
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Jabour in the laboratory and minute research with the 
microscope, his illustrations are of good quality, and, 
altogether, his treatise is of as high a type as several 
familiar, purely scientific publications on things tubal, 
such as Couvelaire’s monograph on tubal gestation. 
The French authority took nothing for granted, and 
so proved that salpingitis is, as a rule at least, the 
‘result, not the cause, of the implantation of the 
ovum on the tubal mucosa, and he further demon- 
strated how the sac gave way, not from internal pres- 
sure, but because of softening, villi replacing muscle and 
‘fibrous tissue. Dr. Schridde likewise takes nothing for 
granted. He dwells on streptococcal inflammation, but 
devotes great attention to gonococcal infection and its 
consequences, The anatomy of the plicae and the changes 
‘they undergo in chronic inflammation has been made 
clear during the past ten years by Opitz, James Young, 
.and others. Dr. Schridde reminds us that we may make 
too much of the shedding of the ciliated epithelium in 
salpingitis and too little of adhesion of the plicae. He 
admits that one fact about that type of cell has been 
amply demonstrated. Ciliated epithelium, though so 
‘tender in appearance, is really very tough—very vital, in 
fact. It is shed freely in salpingitis, but when the in- 
‘flammatory processes subside it may without doubt be 
restored; and it then soon resumes its normal fanctions. 
Nor is this destructive inflammation the primary or 
necessary cause of sterility. Gonorrhoea is now admitted 
to be one of the commonest causes of barrenness, notwith- 
‘standing Noeggerath’s over-statements. For long it has 
‘been believed by the gynaecologist that the destruction of 
the ciliary apparatus explains this fact. Dr. Schridde 
finds that the truth lies with Opitz and his more modern 
theory. Gonorrhoeal more than any form of salpingitis 


involves firm and permanent adhesions of the plicae. | 


It is the substance, not the covering, of the mucosa 
that. is chiefly at fault, and very slow to return to 
its normal state. We know that subacute attacks 
are extremely frequent in chronic salpingitis, and 
Dr. Schridde adds that the gonococcal type is all 
but invariably bilateral. Henee it is not surprising that 
the treatment of gonorrhoeal salpingitis is so unsatis- 
factory, its evident objective being traversed. by marked 
histological changes which Dr. Schridde has demonstrated. 
He expresses the hope that therapeutics and pathology 
will be brought into line, that the clinician may join hands 
with the scientific observer, and that in consequence these 
suppurative forms of salpingitis may be really cured. He 
‘implies, of course, that that aim has not yet been fulfilled. 
Amputation of the tube is, at the best, mutilation, and 
even when a piece of the adjacent uterine cornu is 
excised as well, the results are doubtful. Bat Dr. Schridde 
evidently feels that those who object to radical surgery 
have not yet devised any medical or therapeutical method 
which will render surgical measures needless and, above 
all, restore the tube to its functions. The douche and 
prolonged rest in bed often fail. Let us think over the 
matter, let us take into account Dr. Schridde’s very clear 
evidence of the true lesion in the severe types of sal- 
pingitis which he has studied, and then we may make 
some advance. The problem would seem to be how to 
apply powders or solations to the mucosa of the tube 
without danger to the adjacent peritoneum. 


ANATOMY, 
‘Wuen the late Professor D. J. CunnincHam was Senior 
Demonstrator of Anatomy in the University of Edinbargh 
‘he wrote a textbook for use in the dissecting room which 
was in the first instance merely a dissector’s guide and 
nothing more. More than thirty years have elapsed since 
this comparatively brief, though strikingly clear, book first 
appeared, and previous to the lamented death of its author, 
it passed through four editions, becoming in 1889 a Manual 
of Practical Anatomy. Ths book was received with 
marked approval at the outset of its career. It has 
been regularly improved and brought up to date, 
and, as the fourth edition passed through its 


3 Manual of Practical Anatomy. By the late C. J. Cunningham, M.D., 
D.8c., LU.D., D.C.L., F.8.8. Vols.iandii. Fourth edition, revised by 
A. Robinson, M.D., M.R.O.8. Edinburgh, Giasgow, and London: 


Henry Frowde, and Hodder and Stoughton. 1910. (Cr. 8vo, vol. i, 


pp. 634; vol. ii, pp. 632. 10s. 6d. per volume.) 


author's hands, it stood unrivalled in the estimation of 
teachers and students alike, as a textbook ‘of human 
anatomy adapted not only for use in the dissecting room 
bat also for general reading. Now the book enters on 
another stage of its history. The hand which guided its 
destinies with such conspicuous success is still, and the 
preparation of another edition has been undertaken by 
his successor in the Chair of Anatomy in Edinburgh, 
Professor ARTHUR Roprinson. In the present issue, which 
is described as a revision of the fourth edition, the 
greater part of the text remains the same. With 
regard to nomenclature, Professor Robinson has added 
a fall glossary showing the difference between the terms 
usually adopted by teachers in this country and those of 
the international nomenclature, thus enabling the student 
to find at once for himself any term that differs. The 
main alteration in the revision occurs in vol. i in the 
description of the pelvis. Here the whole account has 
been rewritten. In view of the supreme importance of a 
precise and accurate knowledge of the anatomy of the 
pelvic organs this is not surprising. The old account of 
the dissection of the pelvis from the lateral aspect was not 
altogether satisfactory. The dissection was difficult to 
carry out, and had no real practical bearing on the surgery 
of the region. We are glad that Professor Robinson bas 
replaced it by a dissection from the front, which is better 
calculated to show the complete anatomical and surgical 
relations of the parts. We have tried the dissection by 
carrying out Professor Robinson’s instructions, and have 
nothing but praise for the admirably lucid way in which 
the various stages are described. The views obtained of 
the interior of the bladder and of the relations of the 
organ to the pelvic floor are alike admirable, and constitute 
a demonstration which is likely to be extremely useful to 
the practitioner and surgeon. The prostate, too, can be 
more completely examined by this new dissection, 
especially from the point of view in which it is approached 
in the suprapubic operation. Some excellent new i)lustra- 
tions have been introduced which will be of great help to 
the student. Wecongratulate Professor Robinson on this 
alteration. There is no doubt that the book will continue 
to hold the unrivalled position to which it is entitled. 


Human Anatomy for Art Students,‘ by Sie Atrrep D. 
Frirr and Mr. Ratpx THompson, is the second of a series 
of volumes now being issued: under the name of the New 
Art Library. The first volume deals with oil painting and 
drawing, and the third with modelling and sculpture; and 
it is intended by the editors that these three shall be 
followed by many others. The volumes in this series are 
primarily intended for the use of art students, but it is 
probable that they will appeal to a wider public, particu- 
larly the amateur artist and lovers of art in general, who, 
though they produce nothing themselves, may have a 
desire to examine works of art from the same point of 
view as the professional artist. In spite of several excellent 
works already available on the subject of plastic anatomy, 
the authors of this volume have amply justified their claim 
to add to the number. The difficulties of writing on a 
subject like human anatomy for students engaged in the 
stady of art are obvious. A ‘knowledge of anatomy suf- 
ficient for the stadio must embrace form, attitude, and 
action, as well as the scientific bases of these expressions. 
At the same time the student must not be burdened wi h 
too many names, technicalities, and with those details 
which do not beat directly on surface forms. To these 
requirements the authors have carefully conformed, and 
the result is a work which can be confidently recommended 
as a reliable guide to the painter and modeller. They bave 
done well, we think, in taking the skeleton (Chapter I) as 
the starting point, since by so doing the best possible 
foundation is laid for a knowledge of the topographical 
anatomy of the remaining parts of the body. In the 
second chapter a brief description is given of the various 
soft structures which clothe the skeleton, ard then each 
of the four parts into which the body is divided claims a 
chapter. Here the various systems of which the part; 
are builé up are clearly explained, and the student wil! 
obtain much assistance from the numerous excellert 


4Human Anatomy for Art Students. By Sir Alfred D. Fripp, 


KCVO.and Ralvh Thompson. With drawings by Innes Fripp, and 
an Appendix on Com oarative Anatomy by Harry Dixon. London 
Se2ley and.Uo., Limited. 1911. (Post 8vo, pp. 328, 7s. 6d.) 
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illustrations freely interspersed in the text. Particularly 
good is the account of the anatomy of the face, and the 
chapter which follows it on expression and gesture. In 
the appendix Mr. Harry Dixon has contributed an article 
on comparative anatomy, in which the fundamental points 
of correspondence and some of the modifications for special 
requirements to be noted in the structure of animals are 
duly emphasized. The printing and general get-up of this 
attractive volume are alike excellent; it has a good index 
and a short series of photographic reproductions intended 
for those students who are unable to attend at a life 
school while studying anatomy. 


M. Descomps’s monograph on the coeliac axis * possesses 
both anatomical and surgical importance, for it consists of 
a detailed and very fully illustrated description and 
analysis of the origin, course, and distribution of the coeliac 
axis and its branches, in 50 subjects, together;with abbre- 
viated accounts of the literature bearing upon some of the 

ints dealt with. The work is for the most part purely 

escriptive, though, here and there, the author draws 
attention to the clinical importance, from the operative 
point of view, of the facts which he notes, and refers to 
the opinions of previous writers regarding them. The 
anatomical interest centres mainly in the accuracy of the 
descriptions and illustrations, which will furnish valuable 
data for those who are seeking to elucidate the morphology 
and ontogeny of the coeliac axis and its branches. The 
surgical importance of the work rests on the same basis, 
for a careful consideration of the descriptions and the 
illustrations will i the operating surgeon in a position 
to understand and deal effectively with the peculiarities 
of origin, distribution, and anastomosis which are so 
frequently found in the association with the coeliac axis 
and its branches. 


By using the term Applied Anatomy® in association 
with the textbook he has produced, Professor Davis 
obviously intends to imply that, like many of his pre- 
decessors, he wishes to direct the reader’s attention to 
those anatomical facts which he considers most important 
in association with disease, injury, and treatment. He is 
to be congratulated on the wide view he has taken of his 
subject and the carefulness and clearness of his descriptions 
of the anatomical structure, the physiological functions, 
and the pathological conditions associated with those 
parts of the human body with which he has thought it 
advisable to deal. Little has escaped his attention, but 
there is nothing particularly new either in the text or the 
illustrations, though many of the latter are original 
figures; the conditions and phenomena dealt with are 
well grouped, interestingly treated, and the proper 
emphasis is laid on important points. Perhaps the 
weakest parts of the book are the paragraphs devoted to 
the lymphatics, and it is somewhat remarkable that the 
author appears to have no knowledge of the important 
work on the abdominal lymphatics carried out during the 
last few vears by Jamieson and Dobson. From the 
student’s point of view the book may be considered to err 
on the point of size, and as it is obviously intended more 
for the use of the senior than the junior student, it might 
have been advisable to reduce its bulk by presuming the 
reader’s acquaintance with many of the rudimentary facts 
of anatomy the descriptions of which add considerably to 
the text. Thie, however, is a matter of opinion, and there 
can be no doubt that, in spite of its size, the book will 
secure a large amount of appreciation. 


PASSIVE JOY. 
Dr. M. Mienarp has recently taken occasion to maintain’ 
that the numerous works which treat of melancholy, and 
the almost complete absence in them of any mention o 
pathological happiness, it might be imagined that most 


5TI; trone coeliaque. By Pierre Descomps. Paris: G. Steinheil, 
1910. (Imp. 8vo, pp. 205. Fr 10) 

8 Applied Anatomy. By G. G. Davis. Philadelphia and London: 
J.P. Lippincott Co. 1910. (Sup. roy. 8vo, pp. 640, illus. 630. 24s.) 

7 La joie passive. By Dr. M. Mignard. Preface by Professor G. 
—— of the Sorbonne. Paris: Felix Alcan. 1909, (Cr. 8vo, pp. 288. 


mental maladies are accompanied by disagreeable senti- 
ments. A visit to any asylum, however, he says, would 
gees disabuse the visitor of this misconception. 
hether this be so or not is outside the question ; it is, 
however, incontestably true that apart altogether from the 
actively excited manifestations of happiness of the 
maniacal and other ‘“ expansives,” states of beatitude are 
commonly exhibited by the idiot and imbecile, and also, 
where they might be least expected, by the senile dement 
and the general paralytic in his last stages. It is to this 
phase of morbid pleasure that he proposes to apply the 
striking though hardly happy term‘of “ passive joy.” Akin 
to the euphoria of the dying and the well-known optimism 
of the CopeneS ee. this phenomenon has often excited 
remark. Yet, Dr. Mignard says, it has been very little 
investigated, and this gap he now seeks to fill. This 
beatitude Dr. Mignard describes as a state of calm and 
peaceful satisfaction with a minimum of external mani- 
festation, shown only bya smile at once sweet, foolish, and 
lasting, by the optimism of the responses of the subjects 
and by the tone of their voices. It is unaccompanied 
by any intellectual excitation; on the contrary a 
mental torpidity appears characteristic. Sensibility, 
cutaneous and special, is generally diminished, and mo- 
tility always. With regard to the somatic aspect, the 
circulation is, as a rule, slow, and the blood pressure low 
in all cases. The condition described by Dr. Mignard is 
thus a very different state from that of joy as usually con- 
ceived, with its wealth of active manifestations. Yet these 
two have, he maintains, a common root, a simple sensorial 
phenomenon—an agreeable feeling. But how is this 
agreeable feeling to be explained, say, in a general para- 
lytic, exhausted by constant diarrhoea, wasted toa skeleton 
and seared by bedsores? Dr. Mignard’s explanation is 
put in a nutshell by Dr. Dumas in his Preface: “ Dr. 
Mignard thinks that in the mental sphere—that which 
causes joy, active or passive, the joy of the idiot or that of 
the poet or savant—is the suppression of every hindrance 
or clog, the liberty of the function, or the feeling of that 
liberty. The active tend to thought, to invention, to move- 
ment; the passive incline only to repose and inertia. 
Neither the one nor the other, however, are conscious of 
any obstacle, of any inhibition of their tendencies, which 
they realize in their plenitude; the first out of the super- 
abundance of their energies, the second because they have 
only feeble or attenuated tendencies very easy of satisfac- 
tion.’ This theory Dr. Mignard supports by evidence 
drawn from personal observations described in quite 
superfluous clinical detail. He then proceeds to the 
psychological exposition of his subject; then to an 
investigation of the sensibility, mobility, and vegeta- 
tive processes of his subjects, and in the two con- 
cluding chapters he considers passive states of satis- 
faction in the light of modern theories of the nature 
of pleasure, with a special adverse criticism of the James- 
Lange explanation. After contrasting the conditions 
described by Dr. Dumas in his work La Tristesse et la 
Joie, as exhibited by the subjects of circular insanity in 
the maniacal stage, the rapid flow of ideas, heightened sen- 
sibility, peripheral vaso- dilatation, cardiac acceleration, in- 
creased amplitude of respiratory movements, and, in general, 
the evidences of increased metabolism, with the almost 
exactly opposite picture presented by his (Dr. Mignard’s) 
cases he comes to the concluslon that alongside of joy 
should be placed beatitude, both resulting directly from a 
lessened sense of inhibition, and alongside of anguisb, 
stupor, both resulting from an increased sense of inhibi- 
tion. Asan explanation of pleasure, Dr. Mignard does not 
push this theory any further, probably agreeipvg with Ribot 
that the anatomical and physiological conditions of the 
genesis and transmission of pleasure are a terra incognita. 
Obviously the “peripheral” or “sensational” theory of 
James and Lange does not furnish a rte explanation of 
the phenomenon described by Dr. Mignard, any more than 
the various vascular, nutritive, and dynamogenic theories 
which have been advanced. The theory adopted by Dr. 
Mignard ir, of course, not new; but as an extremely 
readable and in many parts suggestive work, describing in 
methodical fashion a frequently observed but little investi- 
gated phenomenon, and touching and eluci- 
dating many important points in the symptomatology of 
mental disease, 
recommended. 


this monograph may be cordially 
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NOTES ON BOOKS. 


DISEASES OF THE VERMIFORM APPENDIX. 
Dr. Howarp A. Ketty has prepared a second edition of 
his work on Appendicitis and Other Diseases of the 
Vermiform Appendix, which differs considerably from 
the first. It is a smaller work and more compact, and 
the author has aimed at presenting the subject in a 
practical manner to meet the needs of general surgeons. 
‘he book opens with an outline of the history of the 
disease which traces the records back to the year 1755; 
this is followed by a chapter on the anatomy, naked eye 
and microscopic, and into this chapter is brought an 
account of the diverticula of the intestine, chiefly of the 
true or Meckel’s diverticulum. 

The physiology of the —, is also shortly discussed 
without throwing any new light on the subject. A beauti- 
fully illustrated chapter on the pathology particularly 
attracts attention. In only one aspect does it appear to us 
to be imperfect—that is, in regard to the chemical con- 
stitution of concretions ; these latter are still looked upon 
as the result of desiccation of retained faecal particles, 
a view which is not in accordance with the latest obser- 
vations. The morbid anatomy of the complications of the 
disease follows, and also that of specific inflammatory 
diseases, of tuberculosis, actinomycosis, and the lesions 
which are found in enteric and amoebic dysentery, Two- 
thirds of the volume are devoted to the clinical aspects of 
the disease. 

In discussing the clinical phenomena Dr. Kelly points 
out very rightly tnat the all-important question which 
a practitioner has to ask himself, when first brought face 
to face with patients suffering from this disease, is: “ Are 
the symptoms both general and local subsiding, are 
they becoming more severe, or are they apparentl 
stationary?” On the settlement of these matters wi 


depend the course of action. A particularly valuable | 


chapter is that on appendicitis in childhood. The diffi- 
culties in diagnosis and the serious average type of the 
disease at this age are well known to every surgeon of 
experience, Early operation is even more important in 
the child than in the adult, so many cases at this age end 
in general peritonitis or successive abscess formation. 

The operative treatment is described in great detail, 
both that of the simple disease and that of its various 
complications. The illustrations of the volume are those 
in the first edition with certain omissions corresponding 
with the smaller size of the book, We doubt whether 
finer illustrations are to be found in any textbook. 


CHEMISTRY. 
Dr. James Assistant Professor of Chemistry in the 
Imperial College of Science and Technology, has earned 
our gratitude by writing a most readable and interesting 
little book on Physical Chemistry in its Bearing on 
Biology and Medicine. The conceptions and methods 
of physical chemistry developed in recent years, are 
used daily more and more in attacking physiological and 
SS problems, and are full of promise for the 
ture. Students’ who desire to advance medical know- 
—_ must master the nnderlying principles. Dr. Philip’s 
book originated in a course of lectures delivered to 
biological students at the University of London. The use 
of mathematics has been avoided as far as possible, and 
the reader is assumed to have only an ordinary ac- 
quaintance with physics and chemistry. The application 
of physico-chemical principles are illustrated b well- 
chosen examples taken from the fields of biology, 
physiology, and medicine. The medical student, with the 
aid of this little book, will gain an excellent knowledge of 
the gas laws, of diffusion and osmosis, the ionic theory, the 
properties of colloids, adsorption, catalysis, and the 
action of enzymes, etc. Only the simplest mathematical 
equations are employed, and in every case the formulae 
used are illustrated by concrete experimental results, 
which make the principles clear to the non-mathematical 
mind. The study of the interaction of electrolytes in 
solution, of inorganic catalysts, whose activity so closely 


8 Appendicitis and Other Diseases of the Vermiform Appendix. By 
Howard A. Kelly, M.D. Second edition. London and Philadelphia: 


Co. (Sup. roy. 8vo, pp. 530; 215 figures; 3 coloured 
plates. 35s. 

9 Physical Chemistry : Its Bearing on Biology and Medicine. By Dr. 
James C. Philip, M.A., Arnold. 1910. 
(Cr. 8vo, pp. 318. 7s. 6d.) 


Ph.D., D.8c. London: E. 


resemble that of enzymes, bring home to us the wonderful 
intricacy of the phenomena which pertain to watery 
solutions, and show that there is mystery in a drop of 
water no less than in a living cell. We can confidently 
recommend Dr. Philip’s book to all those who are studying 
the problems of medicine ; they will find it most helpful 
and suggestive. ; 


The short Manual of Practical Inorganic Chemistry by 
Mr, A. M. Krunas belongs to the Oxford Medical Publica- 
tions, and possesses some unique features. The illustra- 
tions are all new and very graphic. The author is a 
lecturer on chemistry at the Middlesex Hospital Medical 
School, and has published an Introduction to Medical 
Chemistry, of which the present work is an extension. 
The table of logarithms and antilogarithms is very useful 
and will save the reader much trouble in looking up tables 
of logarithms. We should like to have seen the “ phase 
rule” mentioned. We are sure, as the author says in his 

reface, the book will not only aid the student but also 
ighten the work of the teacher. One point to which we 
would direct the author’s attention is that in a future 
edition spectrum analysis should be mentioned. 


In New Reduction Methods in Volumetric Analysis" 
E. Kygcut and E. Hisserr have collected the published 
facts with regard to the use of titanium oride in 
analytical work, both from their own original papers and 
those of other chemists. Potassium permanganate and 
several other oxidizers have long been in wide use for the 
volumetric determination of reducing substances, but there 
has been no corresponding method generally applicable for 
estimating oxidizers by means of a reducer. Titanium 
chloride seems likely to fill the vacancy, and in this mono- 
graph directions are given for estimating many substances, 
both inorganic and organic by its use. Dyestuffs which 
form colourless compounds on reduction form a consider- 
— of those for which the reagent is recom- 
mended. 


NOTES ON BOOKS. 


THE pamphlet by Dr. T. L. LLEWELLYN on First Aid in 
Collieries 2 is intended for the assistance of ambulance 
men, and incidentally it suggests the economic importance 
to colliery owners of immediate skilled attention to what 
appears to be trivia] injuries to workmen. Colliery pro- 
prietors are urged to interest themselves in the formation 
of ambulance brigades and to support them liberally, not 
only in their own interests but in that of the workmen. 
First-aid materials should be available as near the working 
places as possible, and the author suggests a form of first- 
aid box fitted with gauze, bandages, etc., which is at 
present in use at certain collieries. It is further advised 
that a receiving room should be provided near the pit 
shaft, furnished with hot and cold water, basins, lotions, 
blankets, etc., all ready for the use of the colliery surgeon. 
Brief but useful information is given to ambulance men on 
the subject of fractures, electric shocks, wounds, and 
burns, and there is a note on first aid in explosions. 


The critic seldom appreciates the firmness and worth of 
his ‘‘ prejudices ’’ so fully as when he has read with enjoy- 
ment a book such as The Religions and Philosophies of the 
East,“ by J. M. KENNEDY, in which hardly a sentence has 
earned intellectual assent. ‘Ad majorem Neitzchii 
gloriam.’’ Mr. Kennedy has given aclear and readable 
account successively of Brahmanism, Krishnaism, 
Buddhism, Mohammedanism, Judaism, and the philo- 
sophies of India, China, and Japan, and also, by reflection, 
of Christianity, in the light of Nietzche’s *‘ will to power,’’ as 
the measure of ethical value. He begins with the debate- 
able Aryan hypothesis as foundation, and his “ final word”’ 
is ‘‘Merely this—that the religion of men of inferior 
intellects must be prescribed for them by the higher order 
of men, and not, as is usually the case at present, vice 
versa.”’ 


10 Lantes : H. Frowde, and Hodder and Stoughton. 1910. (Demy 8vo, 
. 355. 5s. 
a New Reduction Methods in Volumetric Analysis. A monograph by 
ngmans, Green an 1 . pp. 128. 3s. 
12 First Aid in Collieries. By T. L. Llewellyn, are B.S. The 
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The third volume of International Clinics for 1910 con- 
tains articles on a wide variety of subjects, and, in addition 
to papers dealing with various medical, surgical, and 
questions, there are several lectures 

evoted to general diagnosis and treatment. A book of 
this kind is essentially clinical, and the wide fleld of 

ractical work which it covers ensures to every reader the 

iscovery of one or more chapters dealing with disordered 
conditions of the human body in which he takes a personal 
and special interest. With one or two exceptions the 
contributors are all teachers in the American schools of 
medicine, and this collection of monographs may there- 
fore be regarded as a refiex of the practice of the day in 
the hospitals of the United States. At the present time, 
when questions bearing upon the treatment of tuberculosis 
are very much in the air, the chapter by Dr. Joseph 
Walsh of Philadelphia on the treatment of advanced and 
acute cases of tuberculosis of the lungs will be read 
with special interest. He depends for his results. upon 
fresh air, rest, nourishment, combined with inunction of 
europhen (an iodine compound), and general tonics, 
according indications, administered internally. No 
reference is made to vaccines, or antiseptics, or any of 
the more recent methods of medication. In these days of 
experimental enthusiasm it is unusual to read a paper by 
an acknowledged authority in which they are not even 
mentioned. Has Dr. Walsh tried them and found them 
wanting ? Or is he convinced from his observation either 
that they are not yet sufficiently proved to be trustworthy,. 
or that they are totally unsuited for acute cases? The 
presentation of a series of desultory papers such as these 
quarterly volumes of International Clinics contain is 
undoubtedly of some use, but it is possible that more 
practical value would attend the publication of similar 
volumes of clinical lectures collected from more limited 
fields, say, from the medical schools of one country or of 
one city. To make any work international in the proper 
sense of the term would involve not only the collection 
enormous material, but the publication of many volumes 
in order to have it adequately representative. The 
Editorial Committee of this series of International Clinics, 
apart from its American members, can in no sense be 
called representative of any other country. 


The edition of Nisbet’s Medical Directory for 1911 has 
reached us this week. As is probably well known to most 
readers, it is arranged in two parts, the first consisting of 
a single alphabetical directory of medical practitioners, 
with their addresses and short particulars of their 
diplomas, the appointments they hold, and a mention of 
a book or paper which may be taken as some indication of 
the subjects in which they are specially interested. The 
second part is a local directory, in which the names of the 
practitioners are arranged under the places in which they 
reside. Among the merits claimed for the book are that 
it is handy, accurate, and concise, and these claims are, 
we think, justified. 


Dr. A. M. KELLAs’s Introduction to Practical Organic 
Chemistry'* is intended as a guide to laboratory work in 
this subject, and is suitable for those commencing the 
subject and desirous of proceeding in it about as far as is 
required for the Preliminary Scientific Examination of 
Tiondon University. The preparation of typical organic 
substances and their ultimate analysis, together with tests 
for the identification of those most commonly occurring, 
are dealt with in sections of the book, while two appen- 
dices are devoted to additional requirements for some 
examinations of the Board of Education and the London 
University. The work appears to be well planned and the 
directions adequate and well chosen. The book will 
probably prove useful to medical students for this portion 
of their curriculum. 


4 International Clinics. By Leading Members of the Medical 
Profession throughout the World. Edited by Henry W. Cattell, A.M., 
M.D., Philadelphia, 0.8.A., and others. Vol. III. Twentieth Series, 
1910. Philadelphia and London: J. P. Lippincott Company. 1910, 
(Royal8vo, pp 317. Numerous plates and figures.) 

a 15 swede Medical Directory, 1911. London: James Nisbet and Co. 
s. 6d. 

16 Introduction to Practical Organic Chemistry, including Qualitative 
and Quantitative Analysis and Preparations. By A.M Kellas, B Sc. 
Lond., Ph.D.Heidelberg. London: Henry Frowde, and Hodder and 
Stoughton 1910. (Cr. 8vo. pp 242, 50 illustrations. 5s. 6d.) 


PP late Dr. J. Frank Payne left estate valued at 
THE Fourth International Congress for the Amelioration 
of the Condition of the Blind is to be held at Cairo this 
month (20th to 25th). It is under the patronage of His 
Highness the Khedive. The General Secretary is His 
Excellency Dr. Eloui Pasha, 2, Zervudachi Street, Cairo. 


MEDICAL TREATMENT OF SCHOOL CHILDREN- 
AT HOSPITALS. 


NORWICH. 

Tue annual meeting of the subscribers of the Norwich 
Eye Infirmary was largely occupied in discussing the- 

ition which has been brought about by the action of the 
Bancssion Committee in desiring that cases of eye defects. 
discovered in the course of the medical examination of 
school children should be treated at the Norwich Eye- 
Infirmary, a matter to which reference was made in 
Journat of January 14tb, page 103. 

The financial statement submitted to the meeting. 
showed that the income was £250 from subscriptions, 
£104 from donations, and £203 from investments. The 
year had begun with a balance due to the bank of £118,. 
and this debt had been increased to £299. The annual 
report of the committee contained the following 
paragraph: 
- The physical inspection and care of children in our public. 
nikante uate revealed the fact that there are a large number of 
children requiring treatment for minor ophthalmic ailments. 
This necessarily increases the number of those who by sub- 
scribers’ recommendations seek the aid of our charity, and we. 
hope such arrangements will be made by the education: 
authority. as will meet the pressing need. This matter has 
been, and is, under the anxious consideration of your com- 
mittee. Year by year we are increasingly indebted to our 
honorary medical staff for the unsparing devotion to the work 
they have undertaken. 


Reference was made to a proposal to amalgamate the. 
Eye Infirmary with the Norfolk and Norwich Hospital, 
and the Lord Mayor, in moving the adoption of the report, 
said that it was hoped to proceed with the matter so soon 
as certain details had been arranged with the Charity. 
Commissioners. He also referred to the physical care of 
children whose eyesight was found to be defective. Thir,. 
he said, was a question that was being met in all charitable 
medical institutions, but he thought that with a little fore- 
thought the difficulty might be overcome until the local 
authorities had made proper arrangements for themselves 
dealing with the children, as no doubt they would do in. 
the couree of time. In the meantime, there would be 
some difficulty, and charitable institutions would have to 
put up with them for the time being. 

The medical officer’s report contained the following 
passage referring to this matter : ; 


In our reports for the previous two years (1909 and 1908) your: 
attention was drawn to children attending for treatment of 
minor ailments as the result of State medical inspection. To- 
wards the end of the year under review it was found that yet. 
avother twelve months was passing without any satisfactory 
solution of the difficult question of the treatment of these 
school children, and. that although the local education 
authority hed made an arrangement directly with an oph- 
thalmic surgeon to treat such cases as were sent him, and: 
your Committee of Management had informed the Education 
authority that you were unanimously decided not to treat these 
cases, nevertheless school children continued to attend as the- 
result of school medical inspection, for treatment of minor 
ophthalmic defects. Your medical staff, giving the matter 
their very full, careful, and anxious consideration, felt that- 
although they had no difficulty in coping with the slight addi- 
tional work which the treatment of these children entails, yet 
they could not disregard the considerations that the infirmary” 
was established purely as a charity, and their positions as- 
members of its medical staff honorary; and also further 
that the local education authority had made an arrange- 
ment directly with an ophthalmic surgeon to treat such children 
as were sent him. We felt therefore bound to continue loyal’ 
to the wishes of the Committee of Management, and support, 
so far as was in our power, their feelings in the matter as: 
unanimously expressed in their resolution of May 19th, 1909— 
namely: ‘‘The Eye Infirmary being established purely as a 
charity, the committee are not prepared to treat cases sent by 
the Education Committee.’’ Accordingly on October 24th, 1910; 
we handed in notice that after a reasonable time we should 
decline to see these school cases, both for the city and county. 
Having subsequently, however, ascertained that the county 
education authority was making real and earnest endeavours to 
arrive at a universally satisfactory solution of the question of 
the treatment of its children, we withdrew our notice so far as 
the county children were concerned, before it had come into 
force. In connexion with this matter your committee asked us. 
to r port on the question of the appointment of a paid clinical 
assistant. This subject has received our full and careful con- 
sideration, and a report on the whole question has been laid: 
before your committee. 


_ The report having been received, Mr. S. Cozens-Harpy 
moved the following addition to the rules: “That the 
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committee shall have power to appoint a clinical assistant.” 
He said reference been made to the treatment of 
children who had been inspected by the medical officer 
of the Education Committee, and it was thought that 
possibly a paid clinical assistant might enable the com- 
mittee to bridge over the difficulty for the time being. 
Such a course as this had been adopted in Moorfields 
Hospital, London, where the education authority sent a 
large number of children. 

Mr. S. H. Burton said that the appointment of a paid 
clinical assistant meant subsidizing the hospital—that was 
to say, the hospital would be paid a certain amount to do 
the work of the Education Committee. The staff of the 
‘Eye Infirmary thought the work would be much better 

‘done if the Education Committee dealt directly with its 
own officers, and not through the medium of a charity. 
The education authority would then be perfectly free to 
choose its own man, to pay him as they thought fit, and to 
find rooms for him; but they could not do all this through 
the medium of a charity without creating a lot of diffi- 
culties in the way of administration. At Moorfields the 
plan had been tried, and the reports were only partl 

satisfactory. Again, the subsidizing of the hospital pon 
the treatment of minor diseases had been refused by 
a good many hospitals throughout the country. He 
might quote Yarmouth, Lowestoft, and Taunton in 
the provinces, and “King’s” and “Guy’s” in London, 
which had tried the plan and had discontinued it. In 
the report which the medical staff of the Eye Infirmary 
en ‘prepared and presented to the committee, they 
‘said : 

“The staff think it their duty to state fully the con- 
siderations by which they have been led to this conclu- 
sion. In the first place, there is no necessity for the 
appointment of a paid clinical assistant for the ordinary 
work of the charity, with which the honorary medical 
staff are fully prepared to cope. Therefore such an 
yer “os could not properly be made a charge upon the 
ordinary funds of the institution. If it is to be met at 
all, ig must be met by the funds obtained from the educa- 
tion authority, in consideration of treatment of patients 
whom they should have a right to send. Any such pay- 
ment by the education authority out of the public funds 
at their disposal, derived from the rates and from 
Government; grants, can obviously only be made for the 
purpose of defraying expenses legitimately chargeable 
to those public funds, that is, in the present case for 
the purpose of providing treatment for patients for 
whose treatment it must be assumed (from the mere fact 
of such a payment being made) that the education 
authority is recognized to be responsible. Thus the net 
effect of the whole arrangement would be to make tke 
Eye Infirmary the agent of the education authority in 
employing medical officers at the expense of the authority 
to treat patients for whose care that authority was respon- 
sible. Such an arrangement appears to be, in the first 
place, foreign to the objects of the charity, and in the 
second place open to grave objections on practical adminis- 
trative grounds. The object of the Eye Infirmary is to 
give medical care to suitable necessitous persons recom- 
mended by the private subscribers, and not to relieve the 
rates or other public funds, or to act as the agent of, or to 
enter into contracts with, public authorities, for the treat- 
ment of persons chargeable to public funds. In practice, 
the administrative working of such an arrangement would 
be complicated and irksome for those responsible for 
the work of the infirmary, and disadvantageous to all 
concerned. As illustrating these disadvantages, the 
staff would instance the possible case of complaint that a 
child referred by the education authority to the infirmary 
for treatment had not received proper attention. The 
education authority, in the discharge of its public responsi- 
bilities, would be obliged to investigate the justice of the 
complaint. Having no control over those by whom the 
treatment had been given—namely, members (or a mem- 
ber) of the staff of the Eye Infirmary—the education 
authority would be compelled to refer the matter to the 
committee of management of that institution, upon whom 
the duty of investigation would then devolve. The possi- 


bilities of friction, and the difficulties of every kind 
resulting from such a position, do not need elabora- 
tion. ere might be some justification for the Eye 


Infirmary being asked to waive even the considera- 


tions above stated, and to accept the position with all 
its difficulties, if the education authority could show that 
no other means were open to it of securing proper 
treatment for the suffering and necessitous children, whose 
welfare must be the paramount desire of all concerned. 
The medical staff of the Eye Infirmary are second neither 
to the committee of management nor to the education 
authority in desiring that the best possible arrangements 
should be made for the prompt and efficient treatment of 
the children under consideration. But the staff are 
satisfied, both from their own study of the subject and 
from the inquiries they have made as to what is being 
done in other places, that the objects in view can be 
accomplished not only as well, but better, by the direct 
employment of medical practitioners by the education 
authority than by the use of the organization of medics. 
charities for the purpose. The education authority have, 
indeed, already made some arrangement of the kind with 
a private practitioner in this city, and the Board of Educa- 
tion have sanctioned such arrangements in other places 
on an extensive scale. The-proposal of the education 
authorities to utilize the charities simply arises from a not 
unnatural desire on their part to postpone as long as pos- 
sible the necessity of creating an organization, under the 
sanction of the Board of Education, of theirown. The 
apparent attractiveness of such a conception at first sight 
may be admitted, but on closer examination it will be seen 
to unsound in principle and unworkable in practice ; 
and in the interests primarily of the medical charities, but 
ultimately of the children themselves, and of all concerned, 
the sooner this is recognized the better. It may be sug- 
gested that such an arrangement with the education 
authority as is under consideration is comparable to the 
arrangements already made with the board of dians. 
The staff are not convinced that the latter arrange- 
ment-is free from objection, and in any event consider 
that even if the principle be the same the indefinite 
extension of it is most undesirable. While firmly 
convinced, on the above grounds, that the appoint- 
ment of a paid clinical assistant is unnecessary and 
undesirable, and that no arrangement of a permanent 
character should be entered into by the Eye Infirmary 
with the education authority, the medical staff recognize 
that the latter body may not be able to make immediately 
the necessary provision in other ways; and the staff beg 
to assure the committee of management of their cordi 

co-operation in some definite arrangement which the 
committee might think it desirable to make for a fixed 
short period for the assistance of the education authority 
during the transition stege, so that the children may not 
suffer in the meantime. The staff think well also to 
advert to a suggestion which may possibly appear to the 
committee to be free from objection and may be 
regarded by the education authority as desirable 
on grounds of economy. That is, that possibly part 
of the premises of the Eye Infirmary might, in con- 
sideration of a rent to be paid by the education authority, 
be placed at the disposal of that body during one afternoon 
each week for the treatment of school children by a staff 
employed and paid by the authority. The rent would be 
devoted, of course, to the ordinary purposes of the ae 
and the committee would consider whether the benefit 
thus derived by the charity compensated for such disad- 


‘vantage, if any, as it suffered by being deprived of the use 


of the premises in question for the one afternoon. The 
infirmary would have no responsibility for the treatment 
given, its position in the matter being that purely of 
landlord.” 

Mr. Cozens-Harpy ‘said that the suggestion of the 
amendment was to appoint a paid clinical assistant whose 
work would be confined to school cases, and it could be 
provided that such cases should be treated on one particu- 


‘lar afternoon in the week, so as not to clash with the 


excellent work done by the honorary officers. At the 
present time the Eye Infirmary had subscriptions from 
twelve boards of guardians, but no difficulty in administra- 
tion had arisen in consequence. The Secretary of the 
Moorfields Hospital had stated in reply to an inquiry that 
the difficulty related to the number of cases that attended 
on certain days. 
Mr. Burton was unable to accept this interpretation, 
holding that the secretary of Moorfields Hospital had 
informed Dr. Greene that the sending of children to the 
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hospital by the London County Council had raised many 
difficulties. 
The motion was carried. 


Mr. W. H. Daxty, in moving a vote of thanks to the 


medical staff, said although they might have differences of 
opinion upon certain matters, there was but one opinion 
as to their great indebtedness to the honorary medical 
staff, who were constant in their attendance, and who 
rendered services which were very difficult to assess. 

The motion having been carried, Mr. Burton thanked 
the meeting and added that, as the governors knew 
perfectly well, the medical staff, like the governors, had at 
heart the interests of poor children who required assistance 
in’ their ophthalmic ailments, and although there were 
matters under discussion which had reached perhaps an 
acute stage, the medical staff wished the governors and 
the public to understand that they were perfectly willing 
to co-operate, so far as possible and as far as they could in 
accordance with the ae they had laid down for 
themselves with the solution of this knotty question. 


BRITISH MEDICAL BENEVOLENT FUND. 
At the January meeting of the committee 27 cases were 


' considered and grants amounting to £209 made to 20 of the 


applicants. Appended is an abstract of the cases relieved : 


1. Daughter, aged 59, of late M.R.C.S. No income; unable to 
earn a living on account of persistent ill-health. Recommended 
by Mr. C. E. A. MacLeod, F.R.C.S. Voted £12. 

2. Widow, aged 47, of L.S.A. Husband’s means exhausted 
by a long illness ending in death a few months ago, and the 
small sum obtained for the death vacancy practically all swal- 
lowed up by debts. Has taken a house and hopes to support 
herself by receiving boarders. Four children, all dependent. 
Recommended by Dr. Walter Broadbent. Voted £10. 

3. Daughters, aged 62 and 60, of lIate M.R.C.S., L.S.A. 
Formerly teachers and now endeavouring to maintain them- 
selves by a small boarding house, but have had a bad year. 
Recommended by Dr. J. Macfee. Voted £10. 

4. M.B., C.M.Edin., aged 61. Incapacitated by ; 
noincome. Recommended by Dr. William Bruze. Voted £2, 
and to be further considered next month. 

5. M.R.C.S., aged 63. Was obliged to retire three years ago 
owing to paralysis, and has supplemented a small annuity by 
the proceeds of the sale of practice, now exhausted. Recom- 
mended by Dr. J. Mitchell Bruce, Vice-President. Voted £10. 

6. Widow, aged 50, of L.R.C.P.Edin. Since husband’s death 
has supported herself by taking boarders, but has been com- 
pelled to contract some debts. Two sons unable to assist, and 
one daughter, delicate, who does the housework. Recommended 
by Dr. J. Bligh. Voted £12. 

7. Daughter, aged 73, of late M.R.C.S. Supplements an 
income of £20 a year by needlework, but is becoming incapaci- 
tated by rheumatoid arthritis. Relieved twelve times, £113. 
Recommended by Mr. F. W. Way. Voted £12. 

8. Widow, aged 40, of M.D., R.U.I. Income £258 year. One 
child, 2 years old, which makes it extremely difficult for appli- 
cant to earn anything. Relieved once, £10. Recommended by 
Mr. J. R. Lownds. Voted £10. 

9. Widow, aged 61, of M.R.C.8._No income; children onl 
able to give very slight help. Relieved seven times, £72. 
Recommended by Mr. E. C. Barnes. Voted £12. 

10. Widow, aged 57, of L.R.C.P.I. No income; unable to 
earn anything on account of a deformity. Children cannot 
help. Relieved seven times, £56. Recommended by Dr. C. W. 
Buckley. Voted £12. - 

11. M.R.C.S., aged 83. Only income a small Poor Law super- 
annuation allowance. Children unable to help, and one still 
dependent. Relieved once, £12. Recommended by Dr. Henry 
Davy. Voted £12. 

12. M.D.Edin., ed 69. Obliged to retire some years ago on 
account of ill-health, and has since lost all his means through a 
series of family misfortunes. Relieved once, £10. Recom- 
mended by Sir George Beatson, K.C.B., Honorary Local 
Secretary. Voted £10. , 

13. Daughter, aged 53, of late M.R.C.S. No income, eyesight 
defective, and can only earn a few shillings a week. Relieved 
once, £18. Recommended by Mr. W. M. Beaumont. Voted £18 
to be shared with two afflicted sisters. 

14. Widow, aged 56, of L S.A. Only income a small pension; 
children cannot help. Relieved once, £12 
Mr. R. H. Luce, Honorary Local Secretary. Voted £5. 

15. Daughter, aged 54, of Jate M.R.C.8. Keeps a rdin 
house, but is in tempo difficulties, owing to a couple of 
eaeebe.. ‘emai: once, £10. Recommended by Mr. J. Jarvis. 


16. Daughter, aged 59, of late M.R.C.S. For many years was 
@ matron at a boys’ school, but is now dependent on small 
earnings from music lessons and sewing. Relieved four times, 

. Recommended by Dr. C.J.Gibb. Voted £12. 

17. Widow, aged 53, of M.R.C.8. Noincome, and is dependent 
on this fund and help given by relations. Children barely self- 
supporting. Relieved fifteen times, £174. Recommended by 
Dr. Charles Steele. Voted £5. 

18. Daughter, aged 34, of late M.R.C.S. Trained as a nurse, 


Recommended by. 


but found herself unable to act as such owing to continued bad 
health, which necessitated three or four surgical operations, 
Now endeavours to support herself by making marmalade, 
times, £53. Recommended by Dr. E. Hyla Greves, 

19. L.R.C.P.Edin., aged 52. Used to havea good practice in 
London, but owing to continued ill-health is now penniless, 
He hopes shortly to get a ship’s surgeoncy. Relieved once, £5, 
Recommended by Mr. J. Roche Lynch and Mr. H. W. Kiall- 
mark. Voted £5. 

20. Denqnier of late M.D., who practised in Devonshire. Wag 
comfortably provided for, but lost practically everything through 
the negligence of a trustee, and now endeavours to support 
herself by taking boarders. Relieved twice, £25. Voted £20. 


Contributions may be sent to the honorary treasure: 
Dr. Samuel West, 15, Wimpole Street, W. ; 


LITERARY NOTES. 


Umberto I Prize, the for which opened 
on January lst, 1909, and ended on December 3lst, 1909, 
has been awarded by a committee, consisting of Professor 
Alessandro Codivilla of Bologna, Professor Georges 
Kirmisson of Paris, and Professor Oscar Vulpius of 
Heidelberg, to Professor Wilhelm Schulthess of Ziirich for 
his work, Die Pathologie und Therapie der Riickgrats- 
verkriimmungen. The book was published by Fischer, of 
Jena, in 1906. 

An announcement of special interest to surgeons is that 
of Messrs. W. B. Saunders Company that they will imme- 
diately publish The Collected Papers by Drs. W. J. and 
C. H. Mayo and their associates at St. Mary’s Hospital, 
Rochester, U.S.A. The papers are profusely illustrated 
with original drawings showing the pathology and his- 
tology of the conditions considered and the technique 
employed in treatment. 

In his recently published Sketches and Snapshots, Mr. 
George W. E. Russell gives an account of the discovery of 
the body of Charles I in one of the vaults under St. 
George’s Chapel, Windsor, in which some injustice is done 
to the memory of the courtly physician, Sir Henry Halford, 
who was present, and by command of the Prince Regent 
drew up a report of the matter. Mr. Russell says: 

That tractate I have just been reading, and side by side with 
it I set this curious paragraph from the memoir of Sir Henry 
Halford. After setting forth Sir Henry’s professional eminence, 


enviable income, courtly manners, and splendid hospitality, the | 


biographer adds a trait which must have proceeded from the 
jaundiced imagination of an unsuccessful rival: ‘‘It was said 
that he obtained possession of a portion of the fourth cerebral 
vertebra of Charles I, which had been cut through by the axe, 
and used to show it at his dinner-table as a curiosity.”’ If this 
is true, [can only be thankful that Sir Henry died some years 
before I began dining out of London. 


To this Mr. Russell adds the following postscript : 


Yesterday afternoon ‘‘The Execution and Burial of King 
Charles the First’? was the subject of an address delivered at 
the Royal United Service Institution by the Rev. Canon 
Sheppard, Sub-Dean of the Chapel Royal. 

He described the execution of King Charles, and stated that 
the sanction of Parliament was obtained for the burial of the 
body in the Royal Chapel of 8t. George at Windsor Castle. In 
December, 1888, the present King, then Prince of Wales, sent 
for the then Dean of Windsor (Dr. Randall Davidson), and, 
showing him a small ebony casket, informed him that it con- 
tained relics believed to be part of the body of Charles I. It 


would er that Sir Henry Halford, the physician to King 


George, had removed from the coffin, when it was exhumed in 
1813, a portion of the vertebrae, cut transversely, a portion of 
auburn coloured hair, and a tooth. The Prince of Wales 
expressed his wish that they should be returned to the tomb, 
and, Queen Victoria’s consent having been obtained, this was 
effected on December 13th, 1888. A square aperture was cut in 
the centre of the coffin, and at 7 p.m. the Prince of Wales, in 
the presence of the dean, two canons, and the surveyor, care- 
fully placed in it the casket containing the historic relics.— 
Daily News, February 18th, 1909. 
What we take to be the true version of the facts is given 
by Munk in his Life of Sir Henry Halford (London, 1895, 
p. 61). After quoting the essential parts of Halford’s 
narrative, he goes on to say: 

It was found after the coffin of King Charles had been 
soldered up, that the portion of the vertebra which had been cut 
through, had separated from the neck, and had fallen aside 
unnoticed, and so had escaped restoration to the coffin. It was 
not deemed necessary by the Prince Regent that the coffin 
should be again opened to replace the bone, which his 4m 
Highness then, with several kind expressions, presented to Sir 
Henry Halford as a memorial of the poor king himself, and as 
a mark of his own esteem for him. 

Sir “a who valued the relic very highly, had a case 
carved of lignum vitae lined with gold and a fitting Latin 
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inscription inside the lid, in which he placed it, and in which it 
was age ey kept so long as it remained in the Halford 
family. I was shown at times to persons curious about it, and. 
its existence in Sir Henry’s possession thus became known and 
was somewhat severely commented on. The present repre- 
sentative of the famiy, Sir Henry St. John Halford, to whom it 
had descended, not feeling quite at ease in its possession and 
custody, sought an interview with H.R.H. the Prince of Wales 
and restored it to his hands. His Royal Highness has, it is 
understood, returned it to the vault and deposited it in its case 
on the coffin of Charles I, where it now reposes. 


This took place on April 1st, 1813. Reference to the 
finding of the body of Charles I is also made by Mr. 
Lionel A. Tollemache in his Old and Odd Memories 


(London, 1908), The coffin containing the body of the 


“White King” had apparently been hastily pushed into 
the vault where reposed the remains of Henry VIII. The 
incident was made the subject of the following epigram : 

Scarce worth an epitaph from Tate or Quarles 

See heartless Henry lies by headless Charles. 

Between them stands another sceptred thing, 

It.lives, it moves, in all but name—a king. 

Charles to his people, Henry to his wife, 

In him the double tyrant starts to life. 

Justice and Death have mixed their dust in vain; 

The royal vampires join to breathe again. 

What now do tombs avail, since these disgorge 

The blood and dirt of both to mould a George? 
Of course the aliusion is to George IV, then Prince 
Regent, against whom party feeling ran high at the time. 
Mr. Tollemache says his informant spoke of these lines as 
being by ‘‘Lord Byron or somebody,” and adds that he 
had since learnt that og are really by Byron. There are 
certain variae lectiones of the first couplet. One version is : 

Famed for contemptuous breach of sacred ties, 

By headless Charles see heartless Henry lies. 
Another is: 

Famed for their civil and domestic quarrels, 

See heartless Henry lies by headless Charles. 
Mr. Tollemache mentions that Greville reports the fact of 
the discovery of the bodies of the two kings as follows: 

Sir Henry Halford gave me an account of his discovery of the 

head of Charles I in St. George’s Chapel, Windsor, to which he 


was directed by Wood’s account in the Athenae Oxonienses. He 
says that they also found the coffin of Henry VIII, but that the 
air had penetrated and the body had been reduced to a skeleton. 
By the side was Jane Seymour’s coffin untouched, and he has 
no doubt her body is perfect. By degrees we may visit the 
whole line of Tudors and Plantagenets and see if those famous 
old creatures were like their effigies. He says Charles’s head 
was exactly as Vandyke had painted him. 

Mr. Tollemache goes on: 

This was written in 1831; and it is curious that Greville, who 

was in the centre of London gossip, heard then for the first time 
of the disinterment which must have taken place at least eleven 
[really eighteen] years earlier, and that he makes no mention 
of the Prince Regent or of the satire. 
It is scarcely conceivable that so busy a quidnunc as 
Greville should not have heard of the exhibition of the royal 
relic, the thought of which makes Mr. Russell’s gorge rise, 
if Halford had used it as an ornament of his dinner table. 


Halford is related by Grant Daffin his Notes from a Diary, 
1896-1901, where he says: 

The Dean (Milman) had the authority of one of the three 
people who were playing whist with him for the last words of 
Sir Henry Halford. As they finished their second game the old 
man said: ‘‘ Now for the conqueror! ’’ and fell back dead, 257 \ 
According to Munk, Halford was fond of whist and there 
were few days on which he did not get a rubber, mostly at 
his club—the United University—in the evening and after 
his dinner. Perhaps, says his biographer, in so doing he 
was acting on the sage counsel he once gave to a patient: 
“Tf you wish to preserve your eyes never read by candle 
light anything smaller than the ace of clubs.” But it is 
unlikely that he died at the card table. For months before 
his death he was a martyr to tic douloureux, and in addi- 
tion to the pains and want of sleep caused by the disease, 
“the powers of the stomach gave way; emaciation and 
debility progressively increased, and notwithstanding every 
effort on the part of his medical attendants to support him, 
he expired in a state of extreme exhaustion at his house 
in Curzon Street on the 9th of March, 1844, aged seventy- 


seven.” 


THE NORFOLK AND 


OnE of the last public acts performed by His late Majesty 
King Edward VII was the laying of the foundation stone 
of a new block of wards at the Norfolk and Norwich 
Hospita], on October 25tb, 1909, This block was form- 
ally opened by the Dowager Countess of Leicester on 
February 9th, and the wards are henceforth to be 
known as the King Edward VII Wards.” The King 
Edward Memorial Committee of the County of Nor- 
folk, when con- 


form their me- 
morial should 
take, decided 
very appropri- 
ately to endow 
these wards; 
and at the cere- 


| 
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which it is intended. It is built of red bricks, and roofed 
with hand-made tiles; in the interior all angles have been 
‘rounded off, and every sible means taken to avoid 
catch-places for dust. he floors are solid and fire- 
proof, tubular lintels being inserted in the coke breeze 
concrete to deaden the sound. Artificial heating is 
effected by radiators, which are connected up with 
the existing low-pressure hot-water system of the hos- 


pital; the ven- 

tilation is 

natara), being 
obtained by a 


 xoss-current 
NG of air from op- 

posite windows, 
which extend 
upwards to 


mony on Thurs- within 6 in. of 
day last the the ceiling; 
Chairman of below, they are 
the Memorial sashes, and 
Dr E. E Blyth 
r. KE. E. Blyth, o le own 
LL.D., handed inwards. Arti- 
over to the i “i ficial lighting is 
the Hospital, As will be 
the Earl of seen from the 
Leicester, a Front elevation of New Wing. 


cheque for 


_ £5,000 for this purpose. In addition, a bronze bust of 


His late Majesty, executed by Mr. Albert Bruce-Joy, will 
be placed in the front hall of the hospital. 

The new wards have been provided for septic cases and 
for such cases of any of the infectious diseases as may 
from time to time occur in the general wards of the 


hospital. 


With this end in view, nothing has been wasted upon 
architectural or other ornamentation ; the new block is a 
plain building, designed to meet the requirements for 


lans, the 
ground floor consists of two wards; these are intended for 
septic cases. Each ward is 40 ft. long, 24 ft. broad, and 
12 ft. higb, and contains 6 beds. There is thus just under 
2,000 cubic feet of air space allowed to each bed. A 
cubicle, 12 ft. by 12 ft., is taken out of each ward by air- 
tight plate-glass partitions, and the bed in this cubicle will 
be reserved for any exceptionally virulent case. The 
floors of these two wards are covered with linoleum, which 
has been chosen because of its cheapness as compared 


with other forms of flooring, and because experience has 


What we think may be described as another myth about ~ 
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shown that the best quality of linoleum constitutes practi- 
cally au impervious surface, has a life of several years, and 
can be very easily replaced. The walls and ceilings in 


these wards, as elsewhere in the baildiag, unless otherwise © 
stated, are painted with an enamel paint. At the end of | 
each ward, bat disconnected by an air space, are the offices, 


consisting of a lavatory, sink-room, and bathroom. The 

flooring of those is terazzo-mosaic, and the walls are lined 

with crystopal tiles. 

Pheri the two wards are the kitchen and operating 
eatre. 


wards from it, and such limited cooking as will be 
necessary for the nurse to do will be done over a gas stove 
in the kitchen. The opsrating theatre faces the north 
and has a good top light. The floor is terazzo-mosaic, and 


building, are of oiled teak, and wer. spscially designed. 
When re oiliag becomes necessary this can always be done 
by the nurse. The ventilation of the cubicles is a natural 
cross-ventilation, and each is heated by its own radiator. 
The floors on this first floor are all of terazzo-mosaic, which 
is carried up the walls for about 1 ft. as a dado, where it 
meets the enamel paint. The offices to this floor are 
similar to those below, except that a bath-room has been 
deemed unnecessary, and has not been provided. A mov. 


| 
| 


_ able bath will be wheeled to the cubicles by the nurse, ag 
From the former the wards are separated by | 
plate-glass partitions, so that one nurse can control both — 


required. The outside verandah is 9 ft. wide, and will 


thus take a bed crosswise. I¢ is glazed with a special | 


form of glazing. 
Oa the second floor there is accommodation for three 


| Nurses, with bath-room and w.c. 


The buildiag is connected with the administrative block 


the walls are lined by crystopal tiles. Ranniag the whole "of the hospital by a subway, which will be used for the 


all 
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GROUND 
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length of these lower wards is a glass-roofed verandah | conveyance of food, etc., and the flsors are connected to 


9 ft. wide. 


The observation wards on the Srst floor are reached by 


the subway by an outside hand-lift. 
When providing isolation accommodation for a general 


an oatside iron and concrete staircase, and are thus | hospital it becomes necessary to do this in as economical 


entirely cut off from the wards below. In designing these 
the architect was instructed to provide accommodation for 
several different infectious diseases, and such as could be 
easily and quickly disinfected, and so utilized again if 
necessary, perhaps, for some different disease. The 
result has been as near perfection as it is possible to attain 
at the present time. 

The observation wards are cut up into eight separate 
cubicles, each 15 x 10 x 11 ft., separated from each other 
by airtight plate-glass screens, so that a nurse can 
command the whole eight from the central kitchen, 

Each cubicle is entered from the outside covered 
verandah. The doors, as elsewhere throughout the 


& manner as is possible, especially as regards space 
and nursing requirements, and it would seem that a 


building constructed on the above principles fulfils the _ 


conditions better, perhaps, than any other. Experi- 
ence has shown that if ordinary precautions are taken 
one nurse can look after several patients without 
conveying infection from one to the other, though 
each may be suffering from a different infectious 
disease. 

The contract for the senor | was £5,856, and the 
architects are Messrs. Edward Boardman and Son of 
Norwich, in conjanction with Mr. H. Percy Adams of 
London as consulting architect. 
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MEDICAL MEN AND INSURANCE AGAINS 

SICKNESS. 
INVALIDITY insurance is much talked about at present, 
but it would seem that very many medical men are not 
aware of the exceptional position in which they stand, 
or may stand, in this important matter. Therefore we 
venture to say a few words about the Medical Sickness 
and Accident Society. 

The foundation of the “ Medical Sickness, Annuity, 
and Life Assurance Society” was one of the most 
beneficent achievements of the late Mr. Ernest Hart, 
and its success is one of the best testimonies to his 
sound judgement and practical ability. We have 
quoted above its full title, when it was founded and 


registered under the Friendly Societies Act. This 


registration, although in many ways conducing to 
the stability and economical management of the 
society, yet so restricted the sums which it was 
empowered to grant in annuities or in sums payable 
at death, that a few years’ experience convinced the 
committee that in these two branches of business it 
could not compete, and ought not to try to compete, 
with the large old-established insurance companies. 

Butin the insurance against sickness and accident 
the matter is very different. A medical man can 
insure himself payment while he is laid aside from 
work at a cost of, speaking roughly, about two-thirds 
of what it will cost him in any other society. This 
seems not generally known, for while there are about 
40,000 names in the Medical Directory, those insured 
against. sickness with the Medical Sickness and 
Accident Society number less than 3,000. There are 
several peculiarities which enable this society to be 
run at much less cost than any other. One is that it 
is managed by medical men, who realize that they are 
acting on behalf of their brethren who are unfortunate 
and therefore give their time without pecuniary 
reward. The society has to pay no directors’ fees. In 
the case of the societies which Jay themselves out for 
the business of sick insurance of the general public, 
one of the heaviest expenses is due to the necessity of 
getting trustworthy and independent medical reports 
as to the nature and duration of the illness for which 
sick pay is claimed—for there are only too many 
people willing to draw sick pay for inadequate reasons- 
Activity is a joy to a healthy man: and, in a sense, 
any man who finds no pleasure in work may be 
said to be unhealthy. “To rejoice in his labour: 
this is the gift of God.” ! 

The Medical Sickness Society has members in every 
town, and within reach of every village, and from 
them it can get without fee independent reports of 
any case in which the committee may think the 
information before them inadequate. It should be 
borne in mind, also, that the recognition of sickness 
claims, and the interpretation and appraisement of 
medical certificates, is essentially a medical matter, 


Ecclesiastes, v, 19. 


concerning which a committee of medical men are 


far less likely to make mistakes than a comuuitee of. 


laymen, however able as business men the latter may 
be. Wethink we may also confidently say that the 
judgement of a board of medical men upon the health 
of one of their brethren is not only more intelligent, 
but more sympathetic than that of an ordizary 
business man. What may seem to the man in the 
street prodigal generosity with other people’s money, 
may yet be prudent economy considered in the light 
of medical knowledge. A few weeks of rest and 
change in a case of nervous breakdown, a change of 
climate in a case of persistent bronchial catarrb, may 
prevent months or years of incapacity from neur- 
asthenia, or the development of progressive pul- 
monary disease. The Medical Sickness and Accident 
Society differs, moreover, from all its competitors in 
that it alone gives practically unlimited benefit in 
cases of chronic disease. It gives full pay for six 
months, and then half pay until the age of 65. Other 
societies limit their half pay tu a year. 

In the above paragraph what is the great strength 
of the Medical Sickness Society has been pointed out 
—its comparative immunity from fraudulent claime. 
The only societies which can be in this respect com- 
pared with it are the great working men’s friendly 
societies, such as the Foresters, Oddfellowr, etc, 
and they are secured from fraud by being split up 
into local courts or lodges, all the members of which 
know one ‘another, and know that a fraud by one 
member is to the injury of all; so that a fraudulent 
claim is not likely to be long undetected. But these 
societies only offer such small sums in sick benefit 
that they are not much use to medical men. 

We are told that ‘invalidity insurance” is to be 
provided out of public funds, but no Government 
legislation will provide adequate invalidity insurance 
for medical men. They must do it for themselves. 


_And they have in the Medical Sickness and Accident 


Society? an institution by which they can assure 
themselves against invalidity which is as safe as 
any that exists, which costs them less, and treats 
them with greater consideration. If a long life 
of good health leads to a man’s giving and not 
receiving, he has the consoling reflection that he 
has contributed to relieving the needs of his less 
fortunate brethren and not to swelling the pockets 
of shareholders. 


WHAT IS HYSTERIA? 
ACCORDING to the classical conception of hysteria, 
now undergoing dissection if not dismemberment at 
the hands of many modern critice, this protean dis- 
order is characterized by two orders of symptoms. 
These are, first, the hysterical stigmata, regarded as 
fundamental and pathognomonic of the hysterical 
constitution; and, secondly, the formal symptoms of 
the attack, of whatever kind, or what Dr. Hartenberg, 
in the introduction to an excellent little book on 
hysteria and the hysterical,’ calls the “accidente.” 
Among the former are the various anaesthesias 
(cutaneous, visual, etc.), motor disorders (amyo- 
sthenia, catalepsy, etc.), and the psychic stigmata 
(amnesia, aboulia, etc), and among the latter a 
veritable multitude of dissimilar manifestations, 


2 Prospectuses and further particulars can be obtained on applica- 
tion to Mr. F. Addiscott, Secretary, Medical Sickness and Accident 
Society, 33, Chancery Lane, London, W.C 

3 L’Hystérie et les hystériques. By Dr. P. Hatrtenberg. Paris 
Felix Alcan, 1910. (Cr. 8vo, pp. 284. Fr.3.69) 
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crises, spasms, tics, algias, phagias, and phobias too 
numerous to mention. Notwithstanding the striking 
dissimilarity of these “accidental” symptoms, the 
detection in patients exhibiting a widely disparate 
symptomatology of the hysterical stigmata has 
sufficed, Hartenberg says, during a quarter of a 
century to endow a miscellaneous collection with the 
title of a morbid entity. Bernheim of Nancy long ago 
maintained that the classical stages of a hysterical 
crisis, as described by Charcot and his following at 
the Salpétricre, were artefacts, and that hysteria was 
only an assemblage of disparate symptoms; but it 
was not till Babinski, in 1901, drew the attention of 
the neurological world to this matter by his energetic 
destructive analysis of hysteria as a clinical category, 
and his demonstration that the various hysterical 
stigmata were either autosuggested or suggested to 
the patients by the doctor, that Bernheim’s teaching 
has been widely and authoritatively supported. 

Hartenberg espouses these later views and defends 
them from his personal experience, extending over 
fifteen years, of the hysterical, and arrives at the 
conclusion that. the classical conception of hysteria, 
as a neurosis depending upon the functional perturba- 
tion of nervous centres, is no longer tenable. In 
particular, the stigmata considered to be of funda- 
mental importance, such as anaesthesias, dyschroma- 
topsia, amyosthenia, contractures, etc., instead of 
being fixed, are modifiable at will, and produced most 
often under medical influence. He has never found 
among the exaggerated or abnormal emotional 
reactions, including the crise de nerfs, any sufficing 
clinical concomitance or common pathogeny, to 
warrant their inclusion within a special category. 
The morbid character of the crisis is not inherent 
in the phenomenon but in the mentality of the 
subject. As to the other emotional reactions—vaso- 
motor, thermic, cutaneous, etc.—he argues that the 
fact that they are occasionally exhibited by nervous 
and impressionable subjects who, however, present 
no other symptoms of hysteria, divests them of any 
particular significance, except that of being emotional 
phenomena or epiphenomena. He denies any par- 
ticular value to the autosuggestive accidents, sug- 
gestibility being a normal property of the human 
‘mind. Otherwise, he says, we should all be hysterical. 
The sole group of symptoms to which he admits a 
morbid element is that of the psychic disorders, the 
somnambulisms, delusions, hallucinations, and so on, 
and he thus arrives at the conception of hysteria, not 
as a group of symptoms but as a mental disposition 
whose particular quality is ‘an exaggeration of the 
plastic imagination ” or “ hyper-imagination.” 

Frankly, however, this “ exaggeration of the plastic 
imagination,” even though the term was coined by 
80 distinguished a psychologist as Ribot, does not 
carry one much further. Hartenberg refers mental 
images and representations to ‘ physiological phe- 
nomena of the brain, determined by circulatory 
variations, nervous vibrations, and molecular dis- 
integrations,” and on the strength of this casual 
reference denies that he bases the mental disposition 
to hysteria “upon abstract phenomena, in space, 
without any material substratum”; but in truth 
this is precisely what he does do. Probably even 


those who disagree with him will prefer his earlier 


statement: “All that is perversity is moral de- 
generescence: All that is fabulation is hysteria.” 
For this dictum is at any rate concrete and com- 
prehensible. Like many others MHartenberg is 
stronger in destructive criticism than in constructive 


effort. He tells us what hysteria is not, but he ig 
less successful in defining its true nature and 
pathology. 


THE LANNELONGUE PRIZE. 
LAST year, a8 we announced at the time,' Professor 
Lannelongue, of Paris, intimated to the Paris Société 
de Chirurgie his intention of founding an international 
prize consisting of a gold medal carrying with it a sum 
of £200, to be awarded to the person who had con. 
tributed most to the progress of surgery in the ten 
years before the date of award. The prize is open to 
surgeons of all nations, and is awerded every five 
years during the annual meeting of the Société de 
Chirurgie. The Committee is composed of surgeons 
of various nationalities, grouped as follows: The 
United Kingdom; Germany; Austria-Hungary and the 
Balkan States; Belgium; Holland and Scandinavia; 
Spain, Portugal and Mexico; the United States 
and Canada; South America; and Japan and China. 
At the meeting of the society on January 19th 
the first award of the prize was made, the honour 


falling to Sir Victor Horsley. In receiving the 


prize from the hands of the President, Sir Victor 
Horsley said: “I am grateful for the honour you have 
done me in awarding to me for the first time the 
Lannelongue Prize, and I thank you forit. In order 
to pay my debt I wish to say a few words. After 
having followed during many years the direction 
given to it by John Hunter, English medicine came 
under the influence of a great French scientist, 
Claude Bernard, who showed the association of 
surgery with physiology. That is what I have 
striven to realize. Unfortunately, if surgical 
science advances with fair rapidity, its practice 
progresses more slowly. This is because we are 
held in bondage by traditions from which we have 
difficulty in freeing ourselves. M. Lannelongue has 
been my liberator; he showed that the skull was 
not a Pandora’s box, and that the opening of it was 
not so dangerous as was believed. It is his boldness 
that inspired me; therefore I am happy to pay here 
the tribute of my gratitude.” We are sure that the 
profession throughout the world will ratify the 
judgement of the international committee which 
has awarded the prize, and that Sir Victor Horsley’s 
fellow-countrymen will join with us in expressing 
satisfaction that an English surgeon has been chosen 
as the first recipient, and in congratulating him on 
the honour which has been bestowed on him by his 
professional peers. 


THE WEST RIDING MEMORIAL TO KING .- 
EDWARD. 

In the West Riding of Yorkshire it has been resolved 

that the fund raised to perpetuate the memory of 

King Edward VII shall be devoted to the benefit of 


the hospitals of the Riding. Appeals are being issued 


on behalf of the Leeds General Infirmary and the 
Bradford Infirmary for gifts to enlarge or rebuild 
these institutions, and it has been arranged that con- 
tributors to the memorial may indicate their desire 
that their gifts shall be devoted to one or other 
hospital. Some particulars of the requirements of 
these two hospitals have been supplied by our corre- 
spondents in Leeds and Bradford respectively, and will 
be found in another column. It will be seen that 
Bradford is committed to rebuild its infirmary at the 
cost of £150,000, and that towards this sum nearly 
£80,000 have been received. At Leeds the sum of 
£56,000, already promised to Mr. Charles Lupton, the 
treasurer and chairman of the board of management, 


1 BRITISH MEDICAL JOURNAL, April 16th, 1910, p. 968. 


© 


F 
al 
ie 
A bi 
L 
tk 
h 
Vv 
it 
h 
— - 


FEB. 11, I911.] 


ISLE OF WIGHT COUNTY M.O.H. 


Tue Brirtisx 
[ MEpIcaL JouRNAL 32 I 


has become part of the King Edward VII Memorial 
Fund, and by recent donations the amount thus 
allocated to the Leeds Infirmary has been raised 
to nearly £70,000. In the West Riding, and, indeed, 
peyond its borders, in the East and North Ridings, the 
Leeds Infirmary is a household word. Like a good 
many other hospitals, it was established a little less 
than a century and a half ago, at the time when the 
public conscience was being aroused to the need for 
hospital accommodation for persons unable to pro- 
vide indoor treatment for themselves. At Leeds the 
infirmary began in a small way in a hired private 
house in 1767. From the first the duty of educating 
medical students was recognized to be one which a 
hospital should discharge. Mr. William Hey, who was 
appointed one of the surgeons to the hospital at its 
foundation, encouraged pupils, and it was in 1831, 
when another William Hey was surgeon to the in- 
firmary, the third member of the family to hold that 
position, that the Leeds Medical School was founded. 
By 1860 the necessity for a larger and better equipped 
hospital had come to be recognized, and it was resolved 
to erect an entirely new hospital on a new site rather 
than add to the old buildings; the foundation stone 
was laid in 1864, and about four years later the new 
building was opened by the then Prince of Wales, 
afterwards King Edward VII. Many additions have 
since been made, the chief in 1892, when 125 beds 
were added and new out-patient, pathological, and 
isolation departments provided. Since then new 
operating theatres have been built and the accommo- 
dation indirectly increased by the Ida and Robert 
Arthington Homes with 88 beds for semi-convalescent 
patients; altogether over a quarter of a million has 
been expended on the new hospital. But our corre- 
spondent enumerates a number of improvements and 
additions which are now urgently required. When 
the hospital was completed some forty years ago it 
was recognized as one of the best designed and 
administered in the kingdom, and these additions 
will again make it correspond with all the require- 
ments of the day. But as with a university so 
with a hospital: the reputation in which it is held 
depends quite as much, if not more, upon the men 
serving it than on the excellence of its appliances. 
For over eighty years there has been a medical school 
in Leeds which has steadily grown in importance. It 
now forms the Medical Faculty of the University of 
Leeds, and in Leeds, as in some other university 
centres, the medical school was the origin and nurse 
of the larger institution. The fame of the Leeds 
Medical School and the Leeds Infirmary attracted 
students from all parts of the North of England, and 
the eminence of its physicians and surgeons has 
attracted and is still attracting from all parts of the 
world those older students who recognize that a 
physician or surgeon, if he is not to deteriorate, must 
be always learning. The reputation which has been 
won for the Leeds Infirmary by those who have served 
it, whether as lay administrators or medical or 
surgical officers, has for generations brought to its 
door the sufferers from all parts of the West Riding, 
and as we have said, indeed, from many parts of 
the other two Ridings. Remembering its long and 
honourable career, remembering, too, its character as 
a teaching centre, and the important part which it 
forms of the University of Leeds, it may well be 
thought that many donors to the King Edward VII 
Memorial Fand who have no special local associations 
will think it well to support this great county insti- 
tution. Apart from the direct benefits, the benefits it 
is able to confer directly upon its patients, men of 
public spirit who have a wide outlook will recognize 
that as an educational instrument it is worthy of the 


support of loyal Yorkshiremen, and it may be hoped 
that many who may wish to give to some local charity 
in which they are particularly interested will see fit 
to double their donations, giving one moiety to the 
more central institution. 


ISLE OF WIGHT COUNTY MEDICAL OFFICER 
OF HEALTH. 
Ir will be remembered that in the BRITISH MEDICAL 
JOURNAL of October 15th, 1910, p. 1174, we felt it 
necessary, in the interest both of the public and of 
the medical profession, to comment adversely upon a 
proposal by the Isle of Wight County Council to fix 
the salary of a county medical cfficer, including the 
appointment of schools medical officer, at £500 per 
annum, inclusive of travelling and other expenses. 
The joint salary had been pronounced by a member of 
the council, when the matter was being discussed at 
the meeting, as “ princely,” and the dual appointment 
was offered to Dr. Gibson, who would have been, as to 
the appointments he then held, had he accepted the 
offer, at a loss of £200 a year. Dr. Gibson, it will 
be noted, held the offices of schools medical officer 
and medical officer of health to the Rural District 
Council; but it was proposed to combine the former 
appointment with a new office—that of county medical 
officer—and Dr. Gibson would have had to retire from 
the position of rural district medical officer. The reso- 
lution and decision of the council naturally met with 
a considerable amount of opposition from the medical 
practitioners in the island, who felt that the arduous 
and responsible duties which would have fallen to the 
lot of the elected officer would not have even been 
reasonably compensated by the small salary offered. 
A letter of protest was forwarded to the chairman of 
the council after a meeting of the local profession had 
been held, and this letter in a most temperate manner 
presented the views of the meeting as to the duties in- 
volved, the necessary skilled qualifications required 
for the proper carrying out of the work of the dual ap- 
pointment, and suggestions as to the minimum salary 
which should be offered. It was pointed out that 
“skilled work cannot be obtained in any business 
without adequate remuneration, and work poorly paid 
for is, generally speaking, badly done”; and that “the 
question of remuneration must be looked upon as a 
purely business transaction, and as a principle which 
is vital to the interest of the medical profession and 
the public generally.” Ths fact that the whole pro- 
fession in the island was unanimous on the question, 
and that it was felt that a grave injustice was being 
done to Dr. Gibson, was clearly expressed in the letter, 
and the council was requested to reconsider, in the 
best interest of the island, the decision at which they 
had arrived. The letter was signed by the Honorary 
Secretary of the Isle of Wight Division of the British 
Medical Association, and in addition the names of 
those present were appended to it. The date of the 
letter was October 26th, 1910, and we believe copies 
were sent to all the members of the council, and that 
it was also published in the local press. To this 
letter, as far as we are aware, there was only 


a formal reply; but the matter of the appoint- 


ment was referred to a joint committee, and at 
the County Council meeting held on Decem- 
ber 17th if was announced that there was a 
failure of agreement, and a request was made for a 
month’s adjournment. The next meeting of the 
council would fall on March 14th, and it was pre- 
sumed that no further steps would have been taken 
until after that date. This was not the case, how- 
ever, and on January 12th an advertisement was 
issued offering the appointments of county medical 
officer and schools medical officer at a salary of £500 
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perannum. This shows that the dignified protest of 
the profession was, even if it has been considered, of 
no effect. The advertisement was sent for insertion 
to the Lancet and the BRITISH MEDICAL JOURNAL, 
but wae, in view of the strong expression of local 
professional opinion, of course declined, and follow- 
ing upon its appearance in lay papers the appoint- 
ments were scheduled in the Warning Notices of 
the Association. The position, therefore, is that, 
in spite even of disagreement of the County Council, 
and in spite of the unanimous protest of the local 
members of the medical profession, the inade- 
quate remuneration for the dual appointments 
is unaltered. It remains now for the admirable 
spirit of the local members of the profession to 
be emulated by those outside the area of the 
island, and for these absolutely to decline to enter as 
candidates for the appointments until reasonable and 
fair remuneration is offered, and we have good reason 
for saying that many estimable candidates have 
refrained from applying on learning the opinion of 
the local profession, The want of public spirit 
shown by the County Council in endeavouring to lower 
the dignity of one of the most important appoint- 
ments in its gift must be strongly condemned; and 
the best way in which the medical profession can 
express condemnation will be to decline to send in a 


single application. Want of union amongst medical 


men is the opportunity of pettifogging economists ; 
this has been proved in many instances, but in this 
case we venture to assert that there will be absolute 
unity, and that the County Council will be brought to 
a sense of the futility of its attempt to buy scientific 
attainments of a high order at a rate which any one 
of experience must koow to be inadequate. The rate- 
payers of the Isle of Wight will also, we hope, realize 
that in fighting this battle we are not acting selfishly 
for mere pecuniary gain. The health of the island is 
a most important factor to the well-being, and even 
the livelihood, of the inhabitants; it is imperative 
that the office of medical officer of health be held by 
a man of sound knowledge and high professional skill 
it the work is to be done properly and in the interests 
of all classes of the community. By refusing to offer 
a reasonable salary the council, if it secure any can- 
didates at all, will disastrously limit its field of choice 
and its chances of securing one eminently fitted to 
the work will become infinitesimal. The right course 
for the council to adopt will be to withdraw the 
advertisement at once, and to offer to Dr. Gibson, 
who has done such valuable work in the island, 
and who has met with such scant reward, a salary 
commensurate with the position. 


THE NOTIFICATION OF BIRTHS ACT. 
IT appears that an attempt is again being made to 
induce the Manchester Town Council to adopt the 
Early Notification of Births Act. Several years ago 
when the question came before the council, prac- 
tically the whole of the local medical profession was 
strenuously opposed to the proposal to adopt the Act, 
and the proposal was defeated in the council. It is 
quite certain that the opposition will be as strong as 
ever, and, indeed, inquiries show that there is con- 
siderable probability that the opposition will be 
carried to the extreme of a passive refusal on the part 
of general practitioners to notify births unless a 
proper fee is paid for each notification. The general 
opinion in the profession is that the public health 
would not suffer in the least if the whole burden of 
notification were placed on the parents, as it naturally 
ought to be. It is said that the Sanitary Committee 
would be quite willing to pay a proper fee for each 
notification by a medical man, and that the com- 


mittee may ask permission of the Local Government 
Board to pay such a fee if the Act is adopted. 
But no grounds exist for believing that any such ~ 
permission will be granted, and, at any rate, judging 
from the strong expressions that are being used al! 
over the district, general practitioners are not in the 
least inclined to take it on trust. Nor is the absence 
of a fee the only ground for opposition; as was 
stated when the subject came up before, there are 
numerous cases in which it would involve a distinct 
breach of professional secrecy for a medical attendant 
to notify a birth that he had attended, and nolaw . 
could morally justify him in any such violation of his 
duty. So strong, indeed, is the opposition on this 
ground alone that it is practically certain that the 
Act would be a complete failure in Manchester so far 
as it depended on medical practitioners. One good 
effect only would it hayve—it would unite the pro- 
fession as few other subjects have united it against 
any similar proposals to exploit it, such as are 
involved in the Death Certification Bill of last session 
of Parliament and several other matters threatening 
in Manchester at the present moment. There would 
seem to be an idea in certain quarters in Manchester 
that because it is often just possible to get some 
medical men to do professional work for nothing 
that fact alone is a sufficient justification for 
further frequent requests for gratuitous public work. 
We observe that at a recent meeting of the Chester 
Town Council it was resolved to adopt the Act. The 
motion was made by Dr. Mann on behalf of the Public 
Health Committee, but he added that, while cordially 
agreeing that it was advisable to adopt the Act, and 
while feeling sure it would be a great influence for 
good among the infants and mothers of the city, he, as 
a member of the medical profession, protested against 
the great injustice which is done by the Act to the 
profession. Seeing that they were already in so many 
ways the unpaid statisticians of the Local Government 
Board, it was not seemly that yet another duty should 
be imposed upon them, with the penalty of a fine for 
non-compliance with it. Those, however, were, he said, 
matters which hardly concerned the council, and would 
have to be fought out elsewhere. Itis an invidious task 
to interfere with anything that has the aspect of philan- 
thropy, but the feeling is undoubtedly growing in the 
profession that before long it may be necessary to 
demonstrate in no pleasant way that the doing of 
public professional work gratuitously by one medical 
man often involves serious damage to numerous other 
practitioners who will feel compelled to resist it in a 
way that they would gladly avoid. 


SICKNESS AND INVALIDITY INSURANCE. 
THE King’s Speech indicated that among the principal 
Government measures of the year would be bills to 
provide for the insurance of the industrial population 
against sickness and invalidity, and also for the 
insurance against unemployment of those engaged in 
trades specially liable to it. Notbing was said about 
the provision of medical attendance, and the debates. 
on the Address have, so far, cast no light on the 
matter. The result of the interview between repre- 
sentatives of the deposit friendly societies and the 
Chancellor of the Exchequer has been published in the 
Depositor, the organ of the National Deposit Friendly 
Society, as follows—the report is described as official : 
“The Chancellor assured the deputation that there 
was no objection to deposit societies as such. The 
intention, nowever, was to see that the worker was 
provided with a certain benefit in sickness, which 
benefit would be of reduced amount after the expira- 
tion of a certain number of weeks’ full benefit had 
been received. It was the intention that the premium 
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should be paid as to one-half by the workmen, the 
other half being provided in equal proportions by the 
employer and the State. The scheme was to be 
worked through the friendly societies. It was at the 
moment impossible to say what conditions would be 
imposed upon the friendly societies, but ample oppor- 
tunity would be given to them to conform to the 
regulations. No date could at present be given as to 
when the full details would be available.” 


MEDICINE IN THE WILDERNESS. 
THE Queen’s Hall was packed on the evening of 
February 6th with an enthusiastic audience to listen 
to a lecture by Dr. W. T. Grenfell on hia work and 
experiences among the fishermen of Lubrador. The 
lecture was illustrated by a series of excellent lantern 
pictures depicting the scenery and industries of the 
country and the nature of the work undertaken by the 
Royal Deep Sea Mission to Fishermen, the organization 
to which Dr. Grenfell belongs. In regard to each slide 
the lecturer had something appropriate to say, usually 
embellishing his remarks with some humorous anec- 
dote to show the nature of the people and the condi- 
tions of life on that lonely rock-bound coastline. In 


introducing the lecturer, Sir Ernest Shackleton, who 


presided, remarked on the coincidence that the firstship 
to visit Greenland on surveying duty was the Grenfell, 
commanded by Captain Cook. Dr. Grenfell said that 
he had commenced his work as a medical missionary 
among the fishermen of the North Sea, the most 
generous and resourceful men in the British Empire. 
He had gone thence to Labrador because he had 
heard there were more fiehermen there. So appalling 
were the conditions under which these fishermen and 
their dependants lived, and so general and complete 
their poverty, that at the end of his first season he 
despaired of ever being able to effect any improvement. 
Thanks to his supporters, however, most prominent 
among whom was Lord Strathcona, he and his 
assistants had been able to bring about a very 
marked improvement in both the bodily and spiritual 
welfare of the people. The truck system, which for 
years had kept the inhabitants of Labrador in a 
perpetual state of debt, had now been made illegal. 
Co-operative stores had been established so that they 
could purchase their own necessities and export their 
own products. He had established four hospitals at 
different points along the coast, and so great was the 
pressure on their resources that they had continually 
to be enlarging them. Owing to the nature of the 
fishing and whaling industry accidents of a serious 
nature were common. The advantage of having a 
hospital wherein to treat patients could not be over- 
estimated. Furthermore, in those cases of disease 
in which environment plays a large part, such as, 
for instance, phthisis, they tried not only to cure 
the condition itself, but by improving the hygiene of 
the patient’s home life to prevent recurrence. The 
open-air treatment was carried out with marked 
success in many cases. The vast extent of a practice 
in those latitudes—which were yet only 1,600 miles 
from our own shores—might be gathered ‘from the 
fact that in one stretch of 900 miles of coast there 
was only one doctor. Each of the four hospitals was 
fitted with a wireless installation, as was also Dr. 
Grenfell’s little steamer, Strathcona, the smallest ship 
in the world to be so fitted. Each hospital had a 
cutter with auxiliary motor power to act as 
@ tender. These boats had been given by different 
American and Canadian universities, and the students 
act in large numbers throughout the summer months 
as voluntary assistants. In addition to his hospitals, 
Dr. Grenfell pays visits in his ship, generally calling 
at every settlement on the coast at least once a year. 


Tae arrival of the Strathcona was the signal for all 
those who were sick, who had been sick since the 
previous visit, or who went in fear of falling sick 
before the next to put off from the shore to pay 
their annual visit to the doctor. Dr. Grenfell 
does not consider that Labrador will always be 
“a land of nameless men who nameless rivers 
travel and in strange valleys meet strange deaths 
alone.” On the contrary, he predicts a future when 
this at present unpromising stretch of coastline would 
take its place among the food-producing countries of 
the empire. He had introduced reindeer into the 
country with conspicuous success, and, owing to its 
proximity to England, Labrador could easily be made 
@ meat-exporting area if capital were invested in 
developing the cold storage system. At the same time 
it held vast possibilities in the magnitude of its avail- 
able water power. For the tourist in search of wild 
and beautiful scenery Labrador offered an even finer 
field than Norway. Dr. Grenfell spoke throughout in 
the sincere, straightforward way of the man who is 
more acquainted with the grim realities of life on the 
fog- bound North Atlantic than with the London lecture 
platform, That the public can appreciate such men 
and the work they do was evidenced by the loud 
applause which carried the vote of thanks proposed by 
Lord Grenfell and seconded by Mr. W. F. A. Archibald. 


THE DESTRUCTION OF RATS. 

AT a public meeting held in the Guildhall, London, 
on February 6th, under the presidency of the Lord 
Mayor, a resolution, moved by Sir James Crichton- 
Browne, and seconded by Professor Sims Woodhead, was 
adopted declaring that effective measures should be 
taken for the systematic destruction of rats through- 
out the country. Sir James Crichton-Browne combated 
the suggestion that rats were good scavengers. There 
ought, he said, to be no scavenging work left for 
them todo. He pointed out that the economic aspect 
of the rat problem, though less serious than the 
hygienic, was important; for it had, he said, been 
calculated that there was one rat to every acre in 
England and Wales, the agricultural loss caused by 
the rodent amounting to as much as £15,000,000. Sir 
Charles McLaren moved a resolution calling upon the 
Government to appoint immediately a Royal Commis- 
sion for the purpose of inquiring into “ (1) the increasé 
of vermin and the steps to bs taken for their destruc- 
tion ; (2) the question’of what creatures are or are not 
harmful to man and his industries; and (3) the safety 
and efficiency of the various viruses on the market, 
and other means advocated for such destruction.” 
This was seconded by Professor Nuttall, who, while 
maintaining that certain viruses were quite trust- 
worthy, said that he knew of one case in which a man 
supposed to be a competent bacteriologist had dis- 
pensed the plague bacillus as an antiplague virus. 
Such accidents might occasionally happen if an organ- 
ism found to kill the rat was put into commercial 
hands uncontrolled. The resolution was carried, as 
was also one inviting the council of the Royal 
Institute of Public Health to take steps to give effect 
to both resolutions. 


CONGRESS OF UROLOGY. 
THE second International Congress of Urology will be 
held in London in July next (24th and 28th), At the 
meeting of the first International Congress, held in 
Paris in October, 1908, Mr. E. Hurry Fenwick was 
chosen President of the second Congress, and Pro- 
fessors A. Koranyi of Budapest and A. Pousson of 
Bordeaux were elected Vice-Presidents. The following 
are the questions to be discussed at the forthcoming 
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Congress: (1) Phosphaturia and oxaluria (to be intro- 
duced by reports from Drs. Hogge of Liége, Péchére 
of Brussels, Richter of Berlin, and Teissier of Lyons). 
(2) Late results of prostatectomy (to be introduced by 
reports from Drs. Hugh Young of Baltimore, Proust 
of Paris, Regino Gonzales of Mexico, and Zuckerkandl 
of Vienna). (3) Extensive removals of the bladder 
wall (to be introduced by reports from Mr. Hurry 
Fenwick of London, Drs. Giordano of Venice, and 


Rovsing of Copenhagen). 


THE “ENCYCLOPAEDIA BRITANNICA.” 


' THE issue of the eleventh edition of the Encyclopaedia 


Britannica is an event of the first importance in the 
history of contemporary literature. As has already 
been stated in the BRITISH MEDICAL JOURNAL, the 
work now appears with an added prestige given by 
the fact that it is published by the University of 
Cambridge. It is claimed for this edition that 
it is a completely new work, founded upon a fresh 
survey of the world in every department of know- 
ledge; and certainly neither trouble nor expense 
has been spared in its preparation. It is the fruit 
of the,labours of fifteen hundred specialists working 
under the general direction of a permanent editorial 
staff of sixty-four members. The difficulty which 
has hitherto stood in the way of producing a 
summary of human knowledge complete up to the 
date of publication has been caused by the long 
intervals between the issue of the various volumes. 
Thus the earlier parts of previous editions of 
the Encyclopaedia have necessarily become to a 
considerable extent obsolete before the work could 
be completed. This has been obviated in the present 
instance by its issue as a finished whole; the vast 
structure has come from the press complete in every 
part, as Minerva sprang full armed from the head of 
Jove. A possessor of this edition would not be in the 
position of the man of whom Oliver Wendell Holmes 
tells us, that while his knowledge of everything 
beginning with A, B, and C was the wonder of his 
friends, his omniscience had a sharp limit at D, 
because that letter had not been reached in his 
cyclopaedia. The information supplied in the new 
Encyclopaedia comes down to 1910. It contains 
40,000 articles de omni scibili, written by the 
highest authorities on each subject on a_ care- 
fully arranged plan so as to avoid either overlapping 
or omission. The day when a man could know 
everything that was to be known has long passed; 
now learning mainly consists in knowing where to 
find the information required. This is not by 
any means the same as the kind of erudition scoffed 
at by Pope as “index learning”; it is the inevitable 
result of the enormous expansion of human knowledge 
in all directions. The limitation of our intelligence 
makes specialization more and more necessary as the 
mass of knowledge grows; the man of the widest 
range of reading must be content to take his 
information on most things at secondhand from the 
workers in the various provinces of research. In the 
Encyclopaedia Britannica are gathered in a readily 
accessible form the results of the labours of investi- 
gators in every field of human thought. A feature 
of the work which should particularly commend it to 
the average man—who, without the time or per- 
haps the inclination to devote himself to research, 
wishes to have open to his hand sources of know- 
ledge on everything that interests him—is that it is 
readable. Few there are who can, like Théophile 
Gautier, find pleasure in reading a dictionary ; and 
the pemmican supplied by most books of reference is 


assimilable only by the toughest intellectual digestion - 


The special merit of the new edition of the Encyclo- 
paedia Britannica is that besides serving the pur. 
poses of a dictionary of names and facts and a 
trustworthy work of reference, it is a real book 
—not one of the class called by Charles Lamb 
biblia abiblia, which no gentleman’s library should 
be without, and which no gentleman reads. A 
word must be said as to the form in which the 
work is produced. Instead of the massive tomes, 
which in an amusing skit were described as useful 
missiles for the defenders of a besieged stronghold, it 
is printed on India paper in slender volumes with 
elegant flexible covers, which, though containing a 
vast amount of additional matter, occupy only one- 
third of the space required for the housing of the 
former edition. Dr. Johnson, who loved a book 
which he could read by the fireside, would have 
delighted in these volumes; they can be held com- 
fortably in the hand, the pages remain flat wherever 
opened, and the book can be doubled on itself without 
breaking its back. As regards the contents, we propose 
to deal with them, as far as they relate to the healing 
art, more in detail in later issues. Here we need only 
say that the whole province of surgery has been in 
charge of Mr. Edmund Owen; and among the con- 
tributors of articles on various subjects of medical 
science are Dr. F. G. Parsons, Sir Clifford Allbutt, Pro- 
fessor Sims Woodhead, Dr. F. W. Mott, Sic Lauder 
Brunton, and Professor Robert Muir. 


In response to the request of the Chinese Govern. 
ment for an international commission to proceed to 
China at an early date to investigate the present out- 
break of plague in Manchuria, and to devise means for 
the prevention of its further spread, the British 
Government has instructed Dr. Reginald Farrar, one 
of the medical inspectors of the Local Government 
Board, to proceed to China at an early date. Dr. 
Farrar was employed during 1899-1900 on plague and 
famine duty under the Government of India. 


Medical Notes in Parliament. 
: [FROM ouR LOBBY CORRESPONDENT. | 


The New Parliament met as summoned on Tuesday 
last, January 3lst, without any of the excitement 
which usually marks the beginning of a session. In 
the Commons only a few members arrived early in the 
forenoon, for the elected members of Parliament are 
practically an unorganized body until they have 
elected a Speaker. Before this can be accomplished 
Parliament has to be formally opsned by Royal Com- 
migsion, and this is done in the Upper Chamber. 
When the members assembled on Tuesday in the 
House of Commons, they were summoned shortly 
after two o’clock by Black Rod to attend at the House 
of Lords and hear the Commission read. They 
accordingly trooped across the lobby, headed by 
Sir Courtenay libert, Clerk of the House of Com- 
mons, and, standing at the bar of the Peers’ House, 
saw the five Commissioners (the Lord Chancellor, 
Earl Beauchamp, Earl of Granard, Earl Carrington, 
aod Lord Sandhurst) in their ermine and scarlet 
robes and cocked hats seated before the Throne. The 
Lord Chancellor then announced that the Commis- 
sioners had authority under the Great Seal to do all 
things necessary in the King’s name, and asked the 
Commons to elect a Speaker. Less than a dozen peers 
were present, who, when the Commons retired, took 
the oath after the Lord Chancellor, and a number of 
other peers went through the same expression of 
allegiance during the afternoon, and again on Wed- 
nesday, when the House adjourned till Monday. 


t 
4 
> 
{ 
. 
= 


FEB, 11, 1911.] 


MEDICAL NOTES IN PARLIAMENT. 


325 


— 


The Election of the Speaxer.—When the Commons 
returned from the Peers’ Chamber, led by the Clerk 
of the House, there was not as large an attendance as 
is usual on such occasions. Sir Courtenay Ilbert took 
his seat as Clerk, and then pointed his finger at 
Mr. Eugene Wason, who at once rose and proposed 
Mr. Lowther (who sat on the second Opposition bench) 
as Speaker for the fourth time. Mr. Wason’s speech 
_ was short and effective, and specially dwelt on Mr. 

Lowther’s just discharge of his high functions. Lord 
Claud Hamilton, who said he had first addressed the 
House forty-five years ago, seconded the election from 
the Opposition benches. Then the-unexpected hap- 
pened. Just as Mr. Lowther was rising to submit 
himself to the will of the House, up stood Mr. 
Ginnell on the Irish benches—as he said, to 
introduce a little reality into the proceedings. 
He proceeded to do this by making a general 
attack on the conduct of the work of the House, 
and complained that the Speaker last session 
had not treated him fairly in omitting to call upon 
him as often as he desired to speak. Mr. Ginnell 
indulged in many strong expressions, but in the 
absence of an elected Speaker he was master of 
the situation. After half an hour’s tirade, received 
from time to time with laughter, he sat down, and 
Mr. John Redmond said the Irish party warmly sup- 
ported Mr. Lowther’s election, and could absolutely 
trust his impartiality and justice. Mr. J. Parker, on 
behalf of the Labour Party, spoke in the same sense. 
Mr. Lowther then thanked, amid cheers, the mover 
and seconder and other speakers, and expressed his 
inability to understand Mr. Ginnell’s complaint, but 
he would accept his lecture and bear it in mind. 
Mr. Wason and Lord Claud Hamilton then led the 
Speaker-elect to the Chair, and he again thanked the 
House before occupying his seat. Mr. Asquith, as 
Leader of the House, congratulated the Speaker 
in a remarkably happy speech, and Mr. Akers- 
Douglas spoke on behalf of the Opposition. The 
House adjourned at 3.28. On Wednesday the 
Commons assembled at midday, and were almost 
immediately summoned to the House of Lords 
to receive the King’s approval of their choice 
of a Speaker. The approval was signified by the 
Lords Commissioners seated before the Throne to 
Me. Lowther, Mr. Asquith, and a score or so of 
members who attended at the Bar. The Speaker, 
after receiving the usual assurances as to the rights 
of the Commons, withdrew to the Lower House at 
12.10. On arriving there he assumed his official gown 
and full-bottomed wig, and took his place in the 
Chair, from which he announced that His Majesty 
had been pleased to approve of the choice of the 
Commons of a Speaker. He also reported the King’s 
confirmation of their ancient rights and privileges, 
and repeated bis thanks for the honour done him by 
his election. The Speaker then first took the oath of 
allegiance and signed the Roll of Parliament, after 
which the Prime Minister was sworn and signed, and 
during the rest of the day other members were sworn 
in. The House sat on Thursday also to swear in 
members, and then adjourned till Monday. : 


The Opening of the New Parliament by the King and 
Queen in State on Monday last was a great ceremonial. 
Dull skies somewhat impaired the brilliancy of the 
procession, but did not affect the gorgeous splendour of 
the House of Lords, crowded as it was with peers in 
their red and ermine robes, and peeresses in half 
mourning with all the glory of diamonds. The judges 
in their wigs made a remarkable group in front of the 
throne, while the Ambassadors in their national 
costumes sat on the right of the dais. The King and 
Queen came a little late and took their seats on the 
throne while all stood to welcome them, till at the 
King’s command the whole assembly sat. Then 
followed a pause while the faithful Commons were 
summoned to the Bar. They-came headed by the 
Speaker in his robes, and when he had bowed to the 
King and Queen, the Lord Chancellor, bowing low, 


handed to the King the new accession declaration. 
Still seated, the King repeated the words of the 
declaration in rich full tones, that reached the Peers 
and the Commons. He next read hia speech clearly 
and firmly, giving special emphasis to the words 
referring to the proposed legislation on the relations 
of the two Housesof Parliament. Then, afterinvoking 
a blessing on the labours of his Parliament, the King 
rose, and, taking the Queen by the hand, slowly left 
the chamber, bowing right and left. Thus was the first 
Parliament elected in the new reign opened for its 
serious labours. 


The Debates on the Address.—In the Lurds, after some 
time had been occupied in swearing in the Peers, who 
came to the table with their writs of summons in large 
numbers, the King’s speech was read again by the Lord 
Chancellor. The passage in the speech foreshadowin 
the social legislation of the year was as follows: 
‘Measures will be presented to you, in pursuance of 
intentions already declared, for carrying out and ex- 
tending the policy initiated in previous Parliaments, 
by securing the permanent provision of old age pen- 
sions to persons previously disqualified by reason of 
the receipt of poor relief; and by providing for the 
insurance of the industrial population against sickness 
and invalidity, and for the insurance against unemploy- 
ment of those engaged in trades specially liable to it.” 
The debate on the Address was then opened by 
Lord Ilkeston, who moved its presentation. This 
was seconded by Lord Willingdon. Both made brief 
speeches, and, while the latter specially dwelt on 
Colonial matters, the former, after a eulogy on the 
work and character of the late King, referred speci- 
ally to the coming constitutional struggle. The 
Parliament Bill, he pointed out, had been described 
as the sterilization of the House of Lords. His 
profession as a doctor had taught him that steriliza- 
tion was a wholesome and even beneficent process 
which destroyed all the dangerous and hurtful 
elements while retaining all the useful constituents 
of the article sterilized. Lord Lansdowne, who fol- 
lowed, after complimenting the mover and seconder, 
said they would all have to be extremely careful how 
they used scientific metaphors. He reviewed the whole 
political situation at some length, and was replied to 
by a Crewe, after which the debate terminated at 

o’c 


In the Commons the debate on the Address was 
opened by excellent speeches from Mr. Harold Baker 
and Mr. T. Wiles, who moved and seconded the 
Address. There had been previously a remarkable 
discussion on questions of privilege, which referred 
to a peer voting in the last General Election and 
to the interference in Aberdeenshire of the Lord 
Lieutenant by writing a letter. In a full House of 
480 members or more these matters were referred to 
the Committee on Privileges. The debate on the 
Address occupied the rest of the sitting, and will, in 
all probability extend over several days, as there were 
no less than sixty amendments placed on the paper on 
the first day. 


Private Members’ Bills, which are balloted for at the 
beginning of the session in order to obtain good places, 
are at a great disadvantage this year. The Prime 
Minister in his speech on the Address on Monday said 
that the Government would have to take the whole 
time of the House up to Easter. This at one blow 
destroys more than half the chances of private 
members for this year. The exigencies of public 
business—namely, the financial arrears and votes that 
must be passed before the end of the financial year— 
and the importance of pressing on the Parliament Bill 
before the Coronation, are held to justify this course. 
Under these circumstances the ballot will be less 
fruitful of opportunity than usual, and the half-dozen 
early places drawn correspondingly more valuable. 
It was agreed to hold the ballot on Wednesday. 
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(¥ROM OUR &PEOIAL CORRESPONDENTS.) 


LEEDS. 


THE GENERAL INFIRMARY. 
Appeal for £150,000. 

For some years it has been apparent to the members of 
the weekly board that an appeal on a large scale would 
require to be made to plade the finances of this 
important institution on a sound basis. Those who 
are interested in the welfare of the infirmary can 
indeed look back with admiration to the courage of 
the men who in the early Sixties decided on the 
building of the new infirmary, and with pride to the 
support which the institution has always received 
from the public of Leeds and of Yorkshire generally, 
but especially of the West Riding. The original cost 
of the hospital, including the site, fittings, and furni- 
ture, was £122 329. Since the building was opened in 
1868 many additions have been made, including the 
original nurses’ home, with the additions thereto, the 
new nurses’ home, and the great extension of 1892, 
which carried with it the new out-patient depart- 
ments, the addition of 125 beds, and the pathological 
and isolation departments. New operating theatres 
have been provided, and the two semi-convalescent 
hospitals at Cookridge have been built. These, 
with many minor additions, bring the cost of the 
institution as it stands to-day to £250,286. The 
expense of maintaining in full efficiency a hospital 
of this magnitude must manifestly be very great, 
and the treasurer has had to see year by year an 
excess of expenditure over income, which, even if 
there were not many urgent calls for an increase 
in the capital expenditure, would be a source of 
anxiety. It is clear, however, that many additions 
and alterations are required, some for the simple 
reason that the original building is now forty-five 
years old, and some rendered necessary alike by the 
great increase of work and by the demands of modern 
medicine and surgery. The following is a summary 
of the alterations and additions required: 

1. Modernizing the existing wards and perfecting their 
sanitary arrangements. 

2. Building four new operating theatres. 

3. Providing additional accommodation for nurses. 

4. Building two additional wards. 

5. Making additions to the pathological department. 

_§. Building additional rooms for the use of the casualty and 
out-patient departments. 

1. Providing new boilers and boiler house, 

8. Making the alterations required to egperd the buildings 
against fire, and the patients in the event of fire. 
If these alterations can be made and the additions 
mentioned carried out, Leeds will again be possessed 
of a hospital of which it can be said, as was said in 
1870, that it need not fear comparison with any other 
hospital in the kingdom. Mr. Charles Lupton, who 
has acted as treasurer and chairman of the board 
since the resignation of- Mr. R. Benson Jowitt, and 
who is probably more fully acquainted with the work 
of the infirmary than any one, has made a splendid 
start in obtaining subscriptions towards the new fund 
and has secured promises of no less a sum than 
£56,000. Quite recently, on the initiative of the Lord 
Lieutenant of the West Riding, the Earl of Harewood, 
@ meeting was held in Leeds at which it was decided 
that in memory of King Edward VII a large sum 
should be raised in support of the hoepitals within the 
area of the Riding. This meeting was not held with- 
out friendly consultation with the Lord Mayor of 
Leeds, and at the meeting it was specially pointed out 
that it was not desired to do anything in any way to 
interfere with the larger towns making special efforts 
in favour of their own institutions. It was aleo appre- 
ciated that many of those who live outside the areas 
of the larger towns might yet have their sympathies 
more fully drawn to them than to the support of 
the West Riding hospitals in general It was there- 
fore arranged that any one who wished to do so 
might, while contributing to the general fund, 


allocate his subscription to any special institu- 
tion. Following on this, a large and representative 
meeting of the public was held at Leeds, under the 
chairmanship of the Lord Mayor, Mr. W. Middlebrook, 
MP., at which it was decided after discussion that 
Leeds should cordially co-operate with the West 
Riding in raising a memorial to King Edward VII, and 
that ali Leeds citizens should be recommended to allo- 
cate their donatious to the General Infirmary at Leeds. 
On this understanding the large sum of £56,000 pro- 
mised to Mr. Lupton solely for the infirmary becomes 
a par’ of the West Riding fund allocated to the Leeds 
Infirmary, and since the meeting this sum has in- 
creased to nearly £70,000. There are other useful 
charitable institutions in Leeds, among which may be 
mentioned the Dispensary, the Hospital for Women 
and Children, the Association for the Prevention and 
Cure of Tuberculosis, and the Maternity Hospital, as 


_well as others, engaged in good work, and enjoying 


the confidence of the public, but the general feeling at 
the meeting was that on this occasion concentration 
on one object would be attended with the greatest 
measure of success, and it is earnestly hoped that all 
Leeds subscribers, and many in the West Riding, will 
act on the recommendations of the Leeds meeting. 


WEST YORKSHAIRE. 


THE NEW BRADFORD INFIRMARY. 

A LETTER was sent to the Bradford press on January 
21st, signed by the Lord Mayor, the Chairman of the 
Building Scheme Committee and the Chairman of 
the House Committee, drawing attention to the fact 
that any contributions given to a West Riding fund 
which is to be raised as a memorial of our late King 
may be earmarked for the new Bradford eal 
The Lord Mayor has been in communication wit 
Lord Mountgarret on the subject of obtaining the 
consent of the King to allow the new building to be 
called the King Edward Memorial Hospital. Lord 
Mountgarret has expressed his willingness to co- 
operate, and it is not anticipated that the King’s 
consent will be withheld, but it will probably be 
necessary to raise the full amount before the pro- 
posal is formally sanctioned. Up to the present 
promises and donations to the amount of nearly 
£80.000 have been received, but it will be necessary 
to raise £150 000 before a start is made. The designs 
of the competing architects are to be sent in next 
May, and it is hoped to complete the final plans a few 
months later. 


LIVERPOOL. 


MEDICAL TREATMENT OF SCHOOL CHILDREN AT 
HOSPITALS. 

AN important meeting of the whole medical profes- 
sion of Liverpool, Birkenhead and District was held 
at the Liverpool Medical Institution on January 31st, 
to oppose the local education authorities in their 
endeavour to utilize the hospitals for the treatment of 
defective school children. This meeting was called 
by the combined I.iverpool and Birkenhead Divisions 
of the Lancashire and Cheshire Branch of the British 
Medical Association. 

In response to this call, there was a large and repre- 
sentative gathering of the profession. The consultants 
and hospital physicians and students were represented 
by Sir James Barr, Dr. Caton, Mr. Bickersteth, Mr. 
J. M. Hunt, Dr. Abram, of the Royal Infirmary; Mr. 
Newbolt, of the Southern Hospital ; Mr. Monsarrat and 
Dr. Bushby, of the Northern Hospital ; Mr. Larkin and 
Miss Ivens, of the Stanley; while the eye hospitals 
specially concerned were represented by nearly all 
the staff; Mr. C Lee, Mr. E. Stevenson, Mr. H. E. Jones, 
Dr. Livesey, Mr. Stockdale, and others from the 
Myrtle Street; while Mr. A. N. Walker, and Dr. 
Stephenson, and others came from St. Paul’s Eye 
Hospital. Major Ross represented the School of 
Tropical Medicine and the non-practising medical 


- men. Professor B. Moore was one of the representa 
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tives of the university staff. All classes of general 
practitioners were well represented. The total 
number who signed as present amounted to 147. 
Several letters had been received from those unable 
to be present, and the secretary was able to say that 
no letter or intimation had been sent indicating 
disapproval of the object of the meeting. The 
meeting elected Dr. A. C. E. Harris chairman and 
Dr. K. Grossmann secretary, these gentlemcn being 
the officials of the Joint Divisions who called the 
meeting. The resolutions were carried unanimously, 
with the exception of the second, to which there was 
a single objector. 

The resolutions were as follows: 

1, That this general meeting of the medical profession of 
Liverpool, Birkenhead, and the district adheres to the 
scheme adopted by the meeting of the profession on 
June 20th, 1 10, disapproves of the scheme of the Liver- 
re _Education Committee for the treatment at the 

ospitals of school children found upon inspection to be 
defective, and pose itself to support the local Divisions 
of the British Medical Association in opposing it. 

2. That this meeting of the medical profession of Liver- 
pool and Birkenhead and tbe district disapproves of the 
Jay committees of hospitals arranging with the Education 
Committees for the treatment at_the hospitals of school 
children found upon inspection to be defective, and 
pledges itself to support the medical staffs of the local 

ospitals in any contest or dispute that may arise 
between them and the lay committees in connexion with 
this matter. 

3. That copies of these resolutions be sent forthwith to the 
local Education Committees, to the lay committees of the 
various hospitals ia the district, and also to the medical 
and lay press. 

A full report of the proceedings will appear in the 

SUPPLEMENT, 


PUBLIC ABATTOIRS, 

The Liverpool abattoirs and their associated trades 
are at present in the centre of the city, close to the 
university and the Royal Infirmary. When the leases 
were renewed in 1890 the medical profession made 
a very strong protest, and nearly every medical man 
signed the protest against the renewal. The question 
is now again under discussion. A special committee 
of the Corporation has recommended the City Council 
to take over and work the public abattoirs and erect 
new buildings for both live and dead cattle and meat, 
slaughterhouses, etc., at Love Lane, which is between 
the north docks and the Manchester and Leeds Canal, 
and close to railway lines of the Lancashire and York- 
shire, London and North-Western, and Midland Com- 
panies. The tenants object to this site because it is 
surrounded by what they consider obnoxious works, 
such as oil and soap factories, manure depositories, 
and knackers’ yards, which are all detrimental to the 
meat. The report of Dr. Hope, the medical officer of 
health for Liverpool, is in favour of the removal from 
the centre of the city. 


OXFORDSHIRE. 


THE PREVENTION OF TUBERCULOSIS. 
A MEETING for the discussion of the means of pre- 
venting tuberculosis was held at Witney on January 
18th. Professor Osler gave particulars of the work of 
the Oxfordshire Association for the Prevention of 
Tuberculosis. He said the association proposed to 
establish dispensaries in thecounty, which would be 
regularly attended by a specially qualified medical 
man. It was proposed to niake Witney one of the 
centres where patients would get attention and full 
instructions as to how to combat this disease. It was 
proposed in the future to have a sanatorium in the 
county, to which advanced cases would be admitted. 
Mr. H. Smith said, while fully sympathizing with the 
work of the association, he thought Witney was quite 
prepared to deal with it own consumptives, but 
Witney ought not to be made a centre for this work. 
Professor Osler said that Witney was already a centre. 
The establishment of a dispensary was a means of 
protecting the public, because their educational work 
enabled patients to take such measures that would 
render them less dangerous to the public. The 
establishment of dispensaries would, in his opinion, 


laud the liability of infection. Dr. Harvey thought 
they would get many more patients gt the local dis- 
pensary, for the simple reason that many patients 
could not afford to go to Oxford. Other speakers 
followed, and at the close a vote of thanks was 
accorded Dr. Osler for his address. 


MANCHESTER AND DISTRICT. 
EPIDEMIC OF SORE THROAT IN SALFORD, 
AN extensive epidemic of sore throat has been pre- 
valent in Salford during December and January, and 
in many cases all the members of a household have 
been attacked. It was generally accompanied with 
painful tonsillitis, sometimes suppurative, and with 
enlargement of the glands of the neck. The attacks 
were often ushered in with rigor. and cases are 
recorded where the temperature of 105° was reached. 
In most cases the attacks have been followed by marked 
depression and weakness lasting for several weeks. 
No diphtheria bacilli are found but mostly strepto- 
cocci and some staphylococci. The great mejority 
of the cases have occurred at Kersal and Higher 
Broughton, which are the highest parts of the borough. 
Antistreptococcic serum does not seem to have been 
of much use, and it is reported that in only one or two 
cases has a vaccine made from the actual organisms 
appeared to relieve symptoms. Only a few cases of 
acute rheumatism are known to have followed the 
attacks, but sodium salicylate seems to have been of 
the greatest value in treatment together with local 
antiseptics. 


THE MANCHESTER CITY AMBULANCE. 

Some time ago it was generally understood by the 
medical profession in Manchester that the Watch 
Committee of the City Council had agreed that when 
a medical man in attendance on a case of illness was 
prepared to state that the patient was unable to pay 
the fee, the ambulance should be sent free of charge 
to convey the patient to a hospital, and that in other 
cases the ambulance should be sent when required 
and the fee collected afterwards. Ata recent meetin 
of the city council Councillor Dr. Fletcher narra 
a case he had attended: A poor woman soon after her 
confinement had a convulsion, and, as she could not 


- be properly looked after at home, he had telephoned 


to St Mary’s Hospital to secure a bed, and also tele- 
phoned for the ambulance, stating that the people 
were too poor to pay for it, as the husband only 
earned 16s. or 17s. a week. The man in charge 
refused to send the ambulance unless the fee of 5s. 
were paid in advance. Dr. Fletcher then threatened 
to engage a four-wheeler and to lay the facts before 
the council, whereupon the ambulance was sent, but 
he believed that had he not been Councillor Fletcher 
as well as Dr. Fletcher, it would not have been sent. 
Next day a police officer went to the house, and as 
the money was not forthcoming he went to the works 
where the man was engaged, and, as the. man had not 
got the money, the officer suggested that he should 
borrow it from his employer and have it deducted from 
his wages at the week end, and that was done. The 
Chairman of the Watch Committee said he had no 
sympathy with the way in which the money was 
collected, and the arrangement that had been made by 
the committee was that the police would accept the 
testimony of some medical men, but not all. Two 
other members of the council said they knew of cases 
of great hardship, owing to the fee being demanded in 
advance, and the chairman said there were many 
cases in which the fee had not been paid in advance, 
while there were aleo many cases in which persons 
tried to avoid payment though well able t> afford it. 
The Lord Mayor gave an undertaking that full inquiry 
should be made into Dr. Fletcher’s case. The Chief 


‘Constable stated that the ambulance was established 


some years ago to deal with street accidents and 
accidents and illnesses in workshops, and such cases 
are removed to hospital free of charge. He states, 
too, that a deputation from the medical profession 
asked that the Watch Committee should allow the 
ambulance to be used for other cases of illness, and 
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this was agreed to by the committee and a charge was 


arranged. After atime another deputation from the 


profession said that the charge was too high, and the 
committee agreed to charge only 3s. 6d. for cases 
within a mile from the infirmary and 5s. for other 
cases. As two men have to go with the ambulance, 
this charge did not pay the cost, and as the cost of 
collection would be more it was worth, it was 
decided to ask for payment in advance. The Chief 
Constable asserts that medical men have frequently 
tried to get the ambulance for private patients, and 
that to adopt such a scheme would be very costly to 
the city. Moreover, the police department was not 
the proper department to undertake such work as the 
removal of delicate maternity cases to hospital. It 
would be well that any inquiry such as the Lord 
Mayor promises should also include an inquiry into 
the statement of the Chairman of the Watch Com- 
mittee that the police would accept the testimony of 
some medical men, but not of all. The profession 
will certainly not be content with any arrangement 
that leaves it to a policeman to believe or not believe 
the word of any practitioner who needs the ambulance 
for conveyance of an urgent case to hospital. 


THE MANCHESTER MEDICAL SOCIETY. 

The annual report of the Manchester Medical 
Society for the year 1910 shows that the society had a 
total membership of 403 at the end of the year, 23 new 
members having been elected, while 21 had resigned, 
10 had died, and the names of 6 had been removed for 
non-payment of their subscription. During the year 
there have been six ordinary meetings with an average 
attendance of 48, and four clinical meetings with an 
average attendance of 70. The Library Committee 
reports that the joint library of the Medical Society 
and the Medical School now contains 40,241 volumes, 
503 having been added during the year. Of the 1,858 
books issued to 212 members, 248 were obtained from 
the Lewis Library. The issues to the students have 
fallen off from 6,952 to 5,348. The balance in the bank 
on the year’s working was £20 13s., but the society 
has in addition a considerable amount of trust 
investments. 


LONDON. 


LONDON CouNTY COUNCIL, 


Medical Treatment of School Children. 

THE Education Committee of the Council has received 
a reply from the Board of Education to the request 
that the agreements with certain hospitals for the 
medical treatment of school children might be ex- 
tended for another year.' The Board gave its consent 
to the continuance of the existing arrangements for 
six months only, expiring on June 30th, 1911. The 
_ letter deals in considerable detail with the organiza- 
tion and administration of the present scheme of 
medical treatment, and the Children’s Care Subcom- 
mittee is holding special meetings in order to go into 
all these matters. Until it has reported the letter is 
regarded as private, and members of the Council (who 
,have received a copy) have strict injunctions not to 
communicate the contents to the press. There is 
reason to believe that when the subcommittee does 
report many important modifications of the present 
scheme will be suggested. 

Meanwhile the Children’s Care Subcommittee urged 
that efforts should be made to induce the Board of 
Education to agree to the extension of the agreements 
of the hospitals in question for twelve months and for 
the extension of all agreements expiring in the 
interval, to December 3lst,1911,so0 that the present 
arrangements may come up for revision as a whole at 
one time. The Hospital for Diseases of the Throat, 
Golden Square, W., has intimated to the Council that 
it is unwilling to renew the agreement, but will treat 
children sent by the Council under its ordinary rules. 
The Board of Education in its letter stated inter alia 
that for the six months the Council should notattempt 
to increase the number of children who, under existing 
arrangements, could be brought within the scope of 


1BritisH MEDICAL JOURNAL, Vol. ii, 1910, pp. 1938-9. 


the hospital scheme, and on this point the sub. 
committee said that in the case of the London Hos- 
pital serious inconvenience would be caused if the 
numbers to be treated were limited to those arranged 
for 1910. There was considerable congestion in the 
aural department of the hospital, and the subcom-. 
mittee considered that the Board of Education should 


. be urged to accede to the request that the number of 


those attending this hospital should be increased from 
4,750 to 9,250 cases a year. 

Mr. Gautrey moved to refer the report back to the 
subcommittee with instructions to bring up the letter. 
How, he asked, could the committee and the public 
come to a right decision without proper information ? 
The letter was of a very drastic and critical nature, 
and advocated very strongly the introduction of school 
clinics or other means of medical treatment supple- 
mentary to the hospital scheme. 

The Rev. Stewart Headlam, who seconded, said it 
was absurd to suppress the letter because it was sure 
to come out before long. 

Mr. R. A. Bray, on the other hand, thought it would 
be undesirable to have a long discussion on the letter 
before the subcommittee had had time to examine it. 


| The letter had been circulated privately to members 


of the Council and the subcommittee would sit twicea 
week until the question had been thoroughly dealt with. 
Then reports would be made, and the whole letter 
would be printed: and recommendations based upon it. 

After some further discussion. Mr. Anderton, 
chairman of the subcommittee, assured members 
that the Care Committee had no intention of delaying 
matters, and the amendment was then withdrawn and 
the recommendation was agreed to. 

The matter was further discussed by the Council 
on February 7th, when an amendment instructing the 
eRe ia to prepare a scheme of school clinics was 

eated. 


Medical Inspection. 

The Children’s Care Subcommittee reported that 
the number of children to be inspected to comply 
with the requirements of the Board of Education 
Code for the year ending July 3lst, 1911, was 149,600. 
The numbers of children actually seen from August lst 
to December 31st, 1910, was 82,847. To comply with 
the Board’s requirements 3,400 cases, comprising only 
“entrants” and “leavers,” should have been dealt 


| with each week from August lst to December 31st, or 


61,200 in all. During this period 46,214 “entrants” 
and “ leavers” were inspected—a deficit of 14,986. It 
should be remembered, however, that prior to October 
20th only part of the staff of 72 school doctors was 
engaged on the examination of children coming within 
the approved age groups. Between that date and 
December 3lst the full staff of school doctors dealt 
with 3,800 cases a week. At the same rate the staff, 
which was increased to 100 as from January 1st, 1911, 
would deal with 5,280 cases a week. Thus the deficit 
would be cleared off before Easter, and in addition 
children between the ages of 8 and 9, and urgent. 
cases, would be examined. ' 


Open-air Schools and Playground Olasses. 

The Education Committee decided, on a report by 
the Day Schools Subcommittee, to continue the open- 
air schools and playground classes, the latter held for 
the first time last year. The subcommittee stated 
that the reports upon the playground classes were 
extremely favourable, both from H.M. inspectors, 
managers, and head teachers. The reports upon the 
open-air schools were not yet ready. The medical 
officer (education) reporting upon a playground class 
at Bethnal Green wrote: 

The medical examination left no doubt as to the highly bene- © 
ficial effect of the out-of-door régime upon the children. The 
school doctor states that at his second visit, three weeks after 
the inception of the class, in many cases he felt doubtful for the 
moment whether the children were the ones he originally 
selected. The difference was partly one of complexion, but also 
in great degree of demeanour, which was unmistakably more 
alert and spirited. The health of the children in no case 
suffered, while colds were almost entirely absent. — 

The subcommittee added that there were two diffcul- 
ties in the way of the extension of open-air schools: 
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-ijt had been found impossible to secure suitable sites 


in those parts of London in which they were most 
needed, and the average cost was about £20 a child. 


Srotland. 


(FROM OUR SPECIAL CORRESPONDENTS.] 


PRESENTATION TO PROFESSOR CHIENE. 


‘In the Hall of the Royal College of Surgeons of Edin- 


burgh, on January 3lst, a large company of friends— 
medical, legal, and general—met under the presidency 
of Principal Sir William Turner, K.C.B., to do honour 


- to Emeritus Professor Chiene, C.B., by presenting him 


with his portrait. The portrait, the work of Mr. 


'Fiddes Watt, A.R.S A., is three-quarter length, and a 


very characteristic likeness of Mr. Chiene, with in his 
hand the portfolio familiar to those who saw him go 
to and from the university while he was yet professor 
of surgery. Subscriptions amounting to £724 had 
been received from many parts of the world, from 


- South Africa, Canada, Australia, New Zealand, and 


India. Sir William Turner, in calling on Lord Ard: 
wall to make the presentation, said that after the 
artist had received his fee there remained a sum of 


-money which the ‘committee proposed to hand over 


world. 


to the university, in order that a medal, to be known 
as the Chiene medal, might be provided to mark 


- excellence in surgery, and he was glad to say that the 


medal would be accompanied by a cheque. 

Lord Ardwall, in making the presentation, said they 
regarded and esteemed Mr. Chiene as a great surgical 
teacher, worthy to be remembered among the band of 
illustrious men who for many years had made the 
Edinburgh School of Medicine famous throughout the 
At the date of his resignation in 1909 
Mr. Chiene had been for forty-three years a teacher 
in the medical school, and in that time he was a 


_ surgeon to the infirmary for twenty-one years and 


rofessor for twenty-seven. 


As @ surgeon, perhaps, 
8 name would be best known in the future by being 
inseparably connected with the great reformation— 
or, perhaps, he should say, the great revolution—in 
surgery introduced by Lister. When Lister came to 
Edinburgh in 1869, and when his new doctrines re- 


- quired development, Mr. Chiene was his right-hand 


man and constant and unwearied assistant. As a 
teacher, as all knew, Mr. Chiene was indefatigable. 
His lectures, distinguished as they were by originality, 
a good deal of pawky Scottish humour, and, above all, 
a real enthusiasm for his subject, attracted and kept 
the attention of his classes. He was the first in this 
country to institute, in connexion with a Chair of 


- Surgery, a bacteriological laboratory. Perhaps the 


most outstanding incident of his later life was when 
he served his country so well in South Africa—services 
which were very properly, if not altogether adequately, 
rewarded by his being made a Companion of the Bath. 


In all these respects they had the greatest and highest 


-regard for John Chiene, and they hoped he would 


accept the portrait as “a token of our esteem for you 


a8 a distinguished surgeon, a great teacher, and a true 


. and trusted friend.” 


Sir William Turner said he could not claim ‘so long 
a friendship with Mr. Chiene as Lord Ardwall, for his 
lordship and Mr. Chiene crossed from Fife in the same 
steamer when they attended the Edinburgh Academy. 
His acquaintance with Mr. Chiene had existed, how- 
ever, for fifty-one years, and his experience of him 
during that time enabled him to corroborate the 
sentiments Lord Ardwall had so well expressed. 

Professor Chiene, in reply, acknowledged the honour 
‘done him. Recalling his student days, he said the 
curious fact was that at the time when he became a 
student in Edinburgh they were very much afraid of the 


‘French. There was a great deal of volunteering going 


on, and his father made him join the Fife Light 
Mounted Yeomanry, and as a result he got to know 
Captain Anstruther Thomson, who offered to give him 


-an introduction to Professor Goodsir, who was ever 


-after his kind friend. Goodsir introduced him to Peter 


Guthrie Tait. There were three men he thought of at 
that time who were to him more than any others— 
John Goodsir, Peter Guthrie Tait, and Dr. John Brown. 
He got to know them in 1860, and he always remem- 
bered how Goodsir sent him to Syme, and the latter 
introduced him to Lister, his son-in-law, and he 
became Syme’s house-surgeon. He mentioned these 
facts not to make mention of himself, but to show 
how lucky he was as a young man. In conclusion he 
thanked warmly, in his own name and in the name of 
his wife, his professional friends, his golfing friends, 
his curling friends, and his football friends, and all 
for their kindness. 

Lord Ardwall moved a vote of thanks to Mr. Fiddes 
Watt for his excellent portrait, and Sir William Turner 
a vote of thanks to the’Royal College of Surgeons for 
the use of the hall. 


REPRESENTATIVE COUNCILS OF THE FouR SCOTTISH 
UNIVERSITIES. 

On Friday, February 3rd, there was held in Edin- 
burgh the annual conference of delegates from the 
Students’ Representative Councils of the four Scottish 
universities. Each council sends four delegates, and 
on this occasion for the first time a lady delegate 
(from Glasgow) was present. Mr. J. E. Henderson, 
Senior President of the Councils, presided, and 
Principal Sir William Turner, K.C.B., on welcoming 
the delegates, said that was the second occasion on 
which he had had the pleasure of welcoming those 


who came to attend these conferences from the four , 


Scottish universities. He recognized that the con- 
ferences played a very important part in the intel- 
lectual life of the students. It was by means of con- 
ferences of that kind that students became acquainted 
with affairs. They got out of the routine of the class- 
room, and they learnt that there were other objects in 
life than those of the acquisition of knowledge. The 
acquisition of knowledge was, of course, of the utmost 
importance for each one of them in connexion with 
the particular profession or mode of life it was his 
intention to follow, but they ought to bear in 
mind that a man, whether he was a _ business 
man or a professional man, had something more 
to do than merely to attend to his business 
or profession. He was also a citizen, and as a 
citizen he had to make himself acquainted with 
the affairs of the country in which he lived, and 
to take a part in their transaction. That could 
not be done unless a man in early life went 
through a certain period of training, and conferences 
of that kind, organized by students of the universities 
themselves, carried on by them under their own 
president, their own secretary, and their own council, 
helped materially to a knowledge of affairs, and to the 
transaction of business. The motions before the con- 
ference were varied, but resolved themselves into 
three groups—those which appertained to the con- 
ference and its constitution, those which had to do 
with the universities as educational bodies in which 
the conference proposed to approach the university 
administrations, and put before them their opinions 


on various questions in which the students were | 


interested, and, finally, questions the ultimate deter- 
mination of which rested not with the university but 


with certain outside bodies. On the medical side 


there were certain questions with which the Medical | 


Council had to do. As regarded the side of the univer- 
sity which was concerned with the training of the 
teacher, there were questions which would have to be 
submitted to the provincial committees in the various 
parts of Scotland. That, indirectly at least, brought 
the conference into association with the important 
department which chose to call itself the Scotch Edu- 
cation Department, although many of them thought a 
more euphonious expression would be the Scottish 
Education Department. He extended a welcome to 
the delegates. 

Thereafter, international academic work, arts and 
science courses, post-graduate courses, and bur- 
saries for women were discussed. The conference 
also discussed a proposal in favour of the institu- 
tion of courses of lectures on medical ethics in the 
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universities. The following resolution was eventually 
adopted unanimously : 


That the senatus of each of the Scottish universities and the 
central authority of the General Medical Council be 
approached with a view to instituting in the Faculty of 

edicine a sbort series of lectures for senior students in the 
ethics of the profession. The conference does not wisk to 
bind the authorities to the institution of a new lectureship, 


but that if necessary an outside medical man)of eminence 


be invited to give these lectures. 


A motion recommending the inclusion of pathology as 
a subject for the B.Sc. degree was defeated. Various 
motions dealing with the medical curriculum were 
discussed. Mr. Gibson, a Glasgow delegate, moved : 
That the authorities of the four Scottish universities be yrged 
to institute lectureships in dietetics. 
He referred to the difficulties young practitioners had 
with this question, which had quite as much bearing 
on the death-rate of a community as sanitary and 
other sciences. The motion, after some discussion, 
was carried by 5 votes to 4, most of the delegates 
abstaining from voting. A motion from Glasgow, 
aiming at uniting the botany and zoology courses for 
the first professional examination as one course of 
fifty lectures in biology, was carried unanimously; 
another motion from St. Andrews, which was de- 
feated by a majority, asked that the regulations for 


degrees in medicine be altered so that only those who 


were already graduates in another faculty of a 

university could be admitted as candidates for M.B., 

Ch.B. In the evening the delegates dined together 

= _ University Union, and afterwards a dance was 
eld. 


THE GLASGOW HOSPITALS, 


A number of the city hospitals held their annual ; 


meetings last week, and in several instances 
interesting forecasts of future plans were com- 
municated. 

Thus at the Royal Infirmary meeting the Lord 
Provost stated that the reconstruction of the front 
Jubilee Memorial block would shortly be commenced. 
This is the last stage in the extension reconstruction 
scheme, which has now been progressing for several 
years. Mr. Hedderwick pointed out that the 
ophthalmic institution and the outdoor dispensary 
would have to be rebuilt. When the ophthalmic 
institution was taken over by the Royal Infirmary an 
undertaking was given that when it became necessary 
it would be rebuilt in the neighbourhood of the Royal 
Infirmary. This necessity had existed for some time, 
as the buildings are quite inadequate to deal with the 
number of patients attracted to the institution. The 
dispensary of the Infirmary was also lamentably 
deficient, and a new dispensary was an absolute 
necessity. Some time ago the managers acquired half 
an acre of ground in the immediate neighbourhood 
of the infirmary, and on this they proposed to erect 
a new dispensary and ophthalmic institution. To 
carry out this building would require a fresh appeal 
for funds, but he was able to assure the public that 
the plans prepared would make the new ophthalmic 
institution the best adapted building for its purpose 
in the world. Principal Sir Donald MacAlister, in 
referring to the medical teaching arrangements, 
stated that the final step was taken at the last meet- 
ing of the University Court, and now all that 
remained to be done was to sign an agreement, on 
which all parties were agreed, and to get the ordinance 
through the Privy Council and Parliament. When 
these’ formal steps were complete the appointments 
would at once be made, and he hoped that by the next 
= meeting the scheme would be in full working 
order. 

At the meeting of the Glasgow Royal Hospital for 
Sick Children, the chairman said that the directors 
proposed to build a new hospital at Yorkhill. It would 
be planned in such a way that each cot should receive 
a maximum of light and sunshine. Hundreds were 
turned away every year, and the need of a larger hos- 
pital was clamant. At present 1,000 in-patients were 
treated in 70 cots. In the new hospital it was pro- 
posed to have 200 cots and to take in 3,000 patients 
each year. 


At the meeting of the qualified subscribers to the 
Glasgow Eye Infirmary it was stated that the past. 
year had been one of unexampled activity. Patients. 
came from all over Scotland. In the course of the 
chairman’s remarks it was claimed that the bacterio- 
logical testing of eyes before operation was probably: 
first introduced in the'Glasgow Eye Infirmary, and the 
method had now been adopted in many other hos- 
pitals. It has proved of great benefit in cataract. 
cases, and had almost eliminated the risk of suppura- 
tion after the operation. 

All the hospitals in Glasgow have the same tale to. 
tell of increasing financial strain. The deficit of the 
ordinary income under the ordinary expenditure last 
year was over £15,000 in the case of both the Royal 
and Western Infirmaries, and over £6,700 in the case 
of the Victoria. Not only have the extended and 
more efficient buildings brought an increasing number 
of patients and staff, but the cost of provisions and 
material has risen also. The increasing number of 
small new charities also tends to drain away the flow 
of charitable donations from the older and larger 
institutions. 


Ireland. 


(FROM OUR SPECIAL CORRESPONDENTS.) 


MEDICAL ASSOCIATION. 
AT a recent meeting of the Committee of the 
Council of the Irish Medical Association the following 
resolution was passed unanimously: 


That we are in favour of approaching at least two members. 
of Parliament to represent the interests of the Irish 
Medical Association in Parliament. 


The members of the Association have long felt the 
want of a spokesman in Parliament, and it is now 
hoped that the services of two members of different 
political opinions will be obtained, who will make it 
their business to protect the interests of Irish medical 
men when questions concerning the profession are 
under debate. It is not proposed to make any direct 
remuneration for their services to the members who. 
consent to act. 


SCARRIFF UNION DISPENSARY ELECTION. 

Some weeks ago the results of a Local Government. 
Board inquiry into alleged irregularities in the election 
of a dispensary medical officer for Scarriff Union, 
co. Clare, was noted. On the evidence given at the 
inquiry the Local Government Board held that: 
bribery had been practised, and in consequence 
refused to approve of the appointment of the 
guardians’ nominee, Dr. Holmes, and directed the 
guardians to proceed to another election, The 
Scarriff guardians refused to comply with this order, 
and later, under threat of proceedings to pro- 
cure a writ of mandamus, decided to support Dr. 
Holmes in every way in their power, on the written 
guarantee of Dr. Holmes to indemnify them for any- 
costs that might be incurred in resisting the Local 
Government Board. Last week the Local Government 
Board applied in the King’s Bench Division for a writ 
of mandamus to compel the guardians to elect a new 
dispensary officer; the court granted a conditional 
order, to be served on the chairman of the board of: 
guardians, the clerk of the union, and Dr. Holmes. sinc. 


DIPHTHERIA IN DUNDALK. 

At a recent meeting of the Dundalk Urban Council 
a report of Dr. O’Brien, Medical Inspector of the Local 
Government Board, was read on the recent outbreak 
of diphtheria in Dundalk. The report stated that 
98 cases had occurred, with 12 deaths. The origin of 
the outbreak had not been determined, but it was 
clear that once the disease had made its appearance. 
its continuance was fostered by the insanitary con- 
ditions which the urban council had apparently per- 
mitted to remain, through failure to insist on a com- 
pliance with sanitary notices. Neither water supply 
nor milk supply could be held responsible for the 
epidemic, but it was noteworthy that during the past 
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year there had not been a single prosecution for a 
breach of the sanitary laws. Even when notices had 
‘been served they were not followed up. 


FORSTER GREEN HOSPITAL FOR CONSUMPTION, 
BELFAST. 

The annual meeting of this institution was held in 
Belfast on January 26th; the President, Mr. G. Herbert 
Ewart, occupied the chair. The medical report, read 
by Dr. Thomas Houston, Honorary Secretary of the 
Medical Staff, stated that 68 patients were in hospital 
at the beginning of the year, and 269 were admitted, 
or an increase of 15 per cent. over 1909, There 
were 111 incipient, 138 advanced, and 24 far advanced 
cases. On discharge, in 66 cases the disease seemed 
to be arrested, 148 were improved, 24 not improved, 
and 2 died. On an average, the patients remained 
twelve weeks in hospital, which the physicians con- 
sidered much too short a period to ensure the most 
lasting results of treatment. Last year, however, 
nearly double as many incipient cases were admitted 
asin 1909. The medical staff pointed out two grave 
defects: the committee was often compelled to admit 
advanced and so unsuitable cases, while many early 
cases were compelled to return to work at too early 
a stage, and so relapsed. In other places consumption 
colonies were being established. In the dispensary 
there were 858 new cases and 3,071 attendances; the 
‘dispensary nurse had visited 104 new patients and 
paid 959 visits. The chairman, in moving the adoption 
-of the reports, referred to the overlapping of work with 
‘kindred societies; one patient had been looked after at 
home by the public health department, the Women’s 
National Health Association, the Nurses for the Sick 
Poor, and the Forster Green Hospital. 


Correspondence. 


EFFECTS OF ELECTRICAL CURRENTS UPON 
BLOOD PRESSURE. 

Sir,—You recently published in the British Mepicau 
JOURNAL a paper by Dr. Ettie Sayer on the effects of 
high-frequency currents on blood pressure! As the 
‘physiological action of these currents is frequently mis- 
understood, even by those using them, I should like to 
give the following very brief summary of the conclusions 
T have come to on this subject after a regular employment 
of this form of treatment for about ten years. 

ronal ny “currents” are said to raise the blood 
pressure when low and to lower it when high ; but some- 
‘times we desire to lower it when relatively low, and to 
raise it when relatively high. The important question, 
then, is what is the normal blood pressure under normal 
circumstances in each case? The pulse-rate will often 
be a guide. If this is high it will generally indicate 
& change in the blood pressure from what is normal to 
the patient. These currents, when suitably applied, act 
by lowering the peripheral resistance, and also as a cardiac 
tonic. If the pressure is low, even moderate doses may 
depress the heart to a dangerous éxtent, due to a further 
‘lowering of the pressure; whilst small doses may raise the 
‘blood pressure by giving tone to the heart. Where the 
pressure is abnormally high, due to autointoxication, these 
currents act beneficially, probably as a gastro-intestinal 
tonic and antiseptic, for, as I have proved, the current 
‘from auto-condensation passes easily through the 
alimentary caual. In order to obtain the best results 
from high-frequency treatment, the patient must rest 
before, and especially after, the treatment.—I am, etc., 

Glasgow, Jan. 30th. _ Samvuen Stoan, 


RHEUMATIC PURPURA AND PELIOSIS 

RHEUMATICA. 
Sir,—Dr. F. J. Poynton, in his recent lecture on some 
of the rarer occurrences in the rheumatism of childhood 
(British Mepican Journat,* January 7tb, 1911), makes 

reference to the difficult subject of ‘ rheumatic purpura.” 

In this connexion, two questions, essentially distinct, 
require answers: (1) Is purpura ever a rheumatic mani- 
‘estation? (2) Is the condition so commonly diagnosed as 


1BrRiTIsH MEDICAL JOURNAL, 1910, vol. ii, p. 1052. 


“ peliosis rheumatica ” usually or ever a true manifestation 


_ of rheumatism ? 


1. The view that purpura is never a rheumatic manifes- 
tation Dr. Poynton regards as “certainly an error,” and 
one is not here concerned to deny the possibility, even the 
probability, of rheumatic purpura. Such an infection as 
rheumatism, which in its severe forms produces haemor- 
rhagic arthritis and pericarditis, haematuria and haemor- 
rhage into and around its subcutaneous nodules, is more 
— likely to produce in certain instances a haemorrhagic 
r 


2. Upon the relationship between peliosis rheumatica 
aud the rheumatic infection Dr. Poynton does not so 
clearly give us the benefit of his opinion. He quotes one 
case in which there were “arthritis, endocarditis, and the 
well-known peliosis rheumatica”; he refers to others “ in 
which it has been more difficult to assure oneself of the 
rheumatic origin of the purpura,” and appears to sum- 
marize the matter in his conclusion that “in a lo 
history of rheumatism, purpura may be an inciden 
ot to activity of the process.” From these passages 
it would seem that he is prepared to give his support to 
the theory that peliosis rheumatica is, or at least can be, 
rheumatic manifestation. 

To the view that peliosis rheumatica is usually a mani- 
festation of rheumatism there are at least two grave 
objections. In the first place, from all we know of the 
rheumatic infection, its haemorrhagic lesions tend to occur 
in the most severe examples of the disease, while in 
peliosis rheumatica such symptoms as are most suggestive 
of rheumatism suggest, as a rule, only a mild form of that 
disease—for example, sore throat and muscular pains 
without serious arthritis, carditis, or chorea. Secondly, 
one may see a very large number of cases of definite 
rheumatism with joint, cardiac, and nervous symptoms, 
without meeting an example of peliosis rheumatica amon 
them. For these reasons there seems no theoretical likeli- 
hood of peliosis rheumatica being under ordinary circum- 
stances or usually a rheumatic manifestation. 

That peliosis rheumatica is never of rheumatic — 
is hardly capable of proof. Nevertheless it is noteworthy 
that although both it and acute rheumatism are common 
enough conditions, yet the occurrence of peliosis rheuma- 
tica in a rheumatic subject, especially during an attack of 
acute rheumatism, is quite uncommon, as Dr. Poynton’s 
Paper suggests. It would appear, therefore, more reason- 
able to explain such instances as the result of a dual 
infection than as rare. or atypical examples of true 
rheumatism. Owing to the damage done to the tonsils 
by rheumatism, added infections are no& rare in 
rheumatic subjects (for example, non-rheumatic types of 
malignant endocarditis). 

Taking the view that peliosis rheumatica is due to an 
infection distinct from, although occasionally co-existent 
with, the rheumatic infection, it becomes, as regards its 
relationship to rheumatism, analogous to erythema 
nodosum, which Dr. Poynton refuses to include among 
the rheumatic manifestations. ; 

I am sure that it would be of interest. to many if 
Dr. Poynton would state Clearly if he teaches that 
peliosis rheumatica is usually or exceptionally a direct 
rheumatic manifestation.—I am, etc., 


London, W., Feb. 6th. INALD MILLER. 


SWABS LEFT IN THE INTESTINE. | 

Srr,—May I join with Mr. Lynn Thomas in con- 
gratulating Mr. Charles Ryall? By defending the action 
brought against him, and by his success in obtaining 
a verdict, Mr. Ryall has rendered a service to our ou 
fession. In the performance of our work the risk of an 
ungrateful or aggrieved patient bringing an undegerved 
action against us is ever present, and every successful 
defence discourages the bringing of such actions, which, 
however unwarranted they may be, must necessarily 
entail great anxiety to the defendant. 

The suggestion made by Mr. Lynn Thomas as to the 
necessity for some ethical code to guide those members 
of the profession who feel it their duty to support 
plaintiffs against alleged wrongful treatment is an 
may be ec ight and proper, when it involv 
the of an operation a 
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which one was not present—criticism which must neces- 
sarily be ill-directed and may be quite wrong—such 
action, I maintain most emphatically, indicates a grievous 
lack of consideration for, and fairness to, a colleague. 

When encountering any of the serious complications 
which may arise in the course of a formidable operation, a 
—— has to decide instantly the best course to pursue, 
and has to act on the judgement of the moment. Many of 
us know by experience that such difficult operations as 
the one which led to the recent action, tax one’s resources 
to the utmost. Suturing the intestine in such circum- 
stances is always difficult, and sometimes impossible, and 
it is undertaking a grave responsibility to say tht the use 
of a piece of gauze inside the ‘vowel (not in the peritoneal 
cavity, as counsel’s opening statement led one to imagine) 
is an unjastiiiable procedure. 

As Mr. Lynn Thomas points out, Professor Roux is 
accustomed to place ype of gauze in the jejunum. If 
this is permissible and safe in the jejunum, surely it is 
even more so with regard to the sigmoid. Mr. Lynn 
Thomas maintains that the use of the sigmoidoscope in 

case under discussion would have been highly 
—, In this I cordially agree with him. 
_ There is another point in the evidence of the surgeon 
called for the plaintiff to which I wish to allude. It was” 
suggested that the hand might have been introduced into 
the rectum to search for the gauze. It would be interest- 
— know whether he has ever adopted this procedure, 
and, if so, with what success, and also how many surgeons 
there are in London with a hand sufficiently small to 
admit of its being introduced into the bowel? I once saw 
the original suggester of this procedure attempt to remove 
body in the rectum in this manner, but unsuc-’ 
cessfully. It is a method available for a very few, and, if 
any attempt is made to pass the hand beyond the reflec- 
tion of peritoneum, one fraught with grave danger to the 
patient.—I am, etc., 


London, W., Feb. Ist. HERBERT J. PaTERsoN. 


SALVARSAN (“606”). . 

S1r,—In his able letter (JournaL, January 28tb, p. 226) on 
the subject of “606,” whilst expressing incontrovertible 
views as to the great value of mercury and also of iodides, 
Dr. Marshall is a little unfair, I think, in his attitude towards 
the new remedy. As soon as I was able to judge objec- 
tively of the results obtained, both at home and abroad, I 
came to the conclusion that we had in the Ehrlich-Hata 
preparation a most valuable antisyphilitic weapon, though, 
owing to my fundamental scepticism, I did not expect to 
see the fulfilment of all the wonders that were expected or - 
reported of it, the more so asI had seen a good many 
therapeutic rockets come down like sticks. Yet there 
could be no doubt as to the importance of keeping an open 
mind on the subject. Just as intramuscular injec- 
tions of mercury werea distinct advance, so “606” 
has now, I consider, taken us a step further. 

We can now deliver a blow straight from the shoulder 
against the Treponema pallidum in the earliest stages of 
the infection. Though the ideal sterilisatio magna has 
not been attained and relapses have occurred, mainly after 
one injection only of “606” or too small doses, the fact 
remains that a great deal can be done in the way of break- 
ing up many of the parasites by this means. ‘When this 
first attack is followed up by one or two more injections of 
“606” and a vigorous course of mercury, one has done 
one’s best to knock the disease on the head. As things 
stand at present, cases must be kept under strict observa- 
tion, mercury and iodides being exhibited from time to 
time, according to circumstances and indications. Every- 
thing is relative (one needs to be constantly repeating this) 
and we must be guided by results as we go along. 

As to the mode of introducing “ 606” into the organism, 
T have come to the conclusion, after doing several intra- 
venous injections, that this is the best. The advantages of 
the intravenous injections over the intramuscular (for I 
take it the subcutaneous has been jettisoned) are that the 
pain is done away with and the time spent in bed greatly 
abridged. But no doubt both the intravenous and the 
intramuscular methods will find their place and special 
indications, 

The point about this new remedy is to keep an 
even mind, not exaggerating either one way or the 


ex) , be re m our — practice - 

the of €06 way of using it.— 
am, etc., 


London, W.., Jan. 3lst. Grorce Pernet, M.D, 


ALCOHOLISM AND DEGENERACY. 

S1r,—Professor Pearson undertakes, at the : 
of his nt aig issue of February 4th, to “ dismiss . 
Dr. Saleeby.” That, of course, may conceivably prove a 
long business, and there is an ancient observation, derived 
from a race which is conspicuous for its non-alcoholic - 
parenthood, and is going on stil], about boasting before and 
after putting on one’s armour. Let us see then. 

Professor Pearson heartily admits his belief that it was 
the “stronger and more virile parents ” who took alcohol, . 
‘“‘and because of their physique, not because of their 
alcohol, had healthier children”; and he points out that 
he stated this (less clearly) in the original memoir. My 
criticism was and is that ‘' plainly, therefore, on his own 
showing, his report has no relevance to the subject with . 
which it professes to deal... for, in order to study 
statistically the subject posed, would not one have to com- 
pare comparable parents?” Later in his reply’ Professor - 
Pearson argues that Sir Victor Horsley and Dr. Sturge - 
may find i¢ “ absolutely impossible to investigate whether - 
alcoholic and non-alcoholic are initially of the same stock. 
Without this equality any investigation of the effect of © 
parental alcoholism on the offspring must be idle.” 

Thus Professor Pearson accepts from me and uses 
against others a criticism which proves his memoir to be, . 
in his own word, “idle.” I hoped to convince you,. 
Sir, and your readers, on this point, but had never 
expected to break all records and convince Professor 
Pearson in controversy. That he should introduce his 
instant acceptance of my argument by asking your leave - 
to dismiss me is doubtless “only his fun,” and that he- 
should continue to defend his memoir after teaching us to - 
call it idle is doubtless only Newton's first law of motion. 

But the memoir which Professor Pearson now teaches . 
us to call “idle” has made me busy, and, since writing 
my last letter, I have, inter alia, ew a visit, under the - 
guidance of my friend Dr. Leslie Mackenzie, to the Edin- 
burgh school now in question. ‘Che population under dis- 
cussion lives mainly in the Canongate, and the school is 
the North Canongate school. (The name is not in the - 
schedule, and it will interest Professor Pearson, no doubt, 
to know where the Edinburgh people live whom he studied 
in London.) It will f er interest him, as he has 
necessarily had to maintain that he was dealing with a - 
fair sample of the working class population, to know that. 
it was the grog: appalling condition of the children in 
this school that led the official inquirers into “ physical 
training” after the Boer war to ask Dr. Mackenzie to. 
make studies of other schools; the contrast between the 
North Canongate school and, for instance, the Bruntsfield 
school, being all-significant. Hence, as a matter of well- 
known history, grew the study of school children in other - 
cities, the committee and report on physical deteriora- 
tion, the medical inspection of the present, and the school ' 
clinics of the future. It was the pay state of 
the children of this school that led to the detailed 
inquiry into their families, which, though thus gro- 
tesquely unsuitable for the purpose, was innocently 
used by Professor Pearson. And so it came about that - 
the very population the degeneracy of which directly 
led to all these subsequent developments and the present 
national interest in the subject, was used by Professor 
Pearson as a fair and suitable population for his purpose’ 
of comparing normal and alcoholized stocks. It is not: 
mischance that led Professor Pearson to choose the perfect . 
and original example of a population which no one but a. 
fool, having seen it, would have chosen. This is the 
Nemesis for the credulous ceployment of a “method” 
which Professor Pearson regards as independent of the 
quality of the data submitted to it. That claim, as he- 
makes it, was never made by his master and mine, Sir 
Francis Galton, whose method it is, and whose noble and 
seminal life, now ended, yet scarcely begun, will achieve 
its more immediate fruition only when his method is. 
employed by those who are willing and competent tc. 
judge of the quality of the data under review. 
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As a medical student, and as Resident Physician to 
‘the Edinburgh Maternity Hospital, I worked for years 
. during the relevant period of time in the ————— 
which Professor Pearson chose, and I am onl thankful 
-to believe that attention to nurture—of which Professor 
Pearson thinks so little—has somewhat improved its inde- 
-scribably degraded and diseased state. But things are bad 
- enough still ; and I have the permission of Mr. Andrew Young, 
the head master of the school—-who has worked during 
nearly two decades —— and for this very population, 
who knows the homes and the relatives almost es well as 
the children, and to whom, as to the rest of us who have 
seen with our own eyes, Professor Pearson’s conclusion 
are simply ludicrous—to say that Professor Pearson will 
be heartily welcome in the class-rooms, and for a tour of 
‘inspection in the district, should he have any curiosity to 
see the population about which he has so disastrously 
misinformed the world. In biology the microscope is 
more useful than the telescope. 

What we want now, of course, is a report which not 
- even its authors could be argued into calling “idle.” We 
must observe the order in time of the poisoning and the off- 
spring—lest we confound correlation with causation (which 

e correlation method, ignoring time, cannot distinguish), 
-and thus be found estimating the “influence” of some- 
thing on something else that antedated it. We must, if 
_ possible, as I suggested in my last letter, compare the off- 
spring of the same parents, who satisfy us as initially 
- healthy, before, during, and after the alcoholism ; and even 
so, there will remain the rest of the fallacies which the 
~“idle” report includes. Above all, we must distinguish 
real alcoholism, with its inevitable soakage of the germinal 
tissues, and possible blastophthoria, from the inebriety of 
‘the feeble-minded who may take very little alcohol at all; 
and we must use, for example, delirium tremens, rather 
than the number of convictions for drunkenness, as a mea- 
sure of the intensity of alcoholism ; notwithstanding Pro- 
"fessor Pearson’s fantastic preference for the latter as a 
-criterion in his latest report. 

In a word, we must follow the lines of the experimental 
work on this subject already done with alcohol, lead, and 
-arsenic—perhaps the principal “racial poisons,” as one 
may callthem. I say “ we,” but I do not practise, and the 
work can — be done by combining the expert, analysed, 
and prolonged observations of many practitioners. These 
-could be collected and submitted to Professor Pearson, 
who, after some weeks or months of labour, would doubt- 
Jess then produce the result which the figures would 
~ evidently bear upon their faces, as he has just done in his 
report on the feeble-minded inebriate—whom he found to 
“be feeble-minded.—I am, etc., 

London, W., Feb. 4th. C. W. Sauzsy. 

Sir,—Professor Pearson has arrived at the conclusion 
‘that “the children of the intemperate are healthier than 

the children of thé sober.” He states this as a “fact, as 
- shown in these figures.” Whether his figures be or be not 
- correct—and he can argue that point with Sir Victor 
- Horsley—they do not demonstrate any such fact as he 
- alleges. In reality, they demonstrate the direct contrary. 

His figures (Table, Journat, January 7th) show that 
“in a population of 1,400 children with a majority of 
drinking parents” the percentage of dull and mentally 

defective offspring lies between 15.6 and 25.8; whereas in 
-an examination of 100,000 school children, Dr. Francis 

Warner found that ‘8 per cent. of the boys and 6.8 per 

cent. of the girls were reported by the teachers as below 
a ability in school work.” The comparison speaks 
for itself. 

Again, if we eliminate the suspected cases and deal only 
with parents of known habits, the difference between the 


. percentages of healthy offspring in the two alcoholic and |- 


in the two sober classes is negligible; and hence, if we 
. accept the view that alcoholism connotes superior physique 
and virility, we must also conclude that alcoholism 
- neutralizes these advantages, as measured in terms of 
healthy offspring. It is clear, then, that what Professor 
‘Pearson terms “a fact, as shown in these figures” is not 
a fact at all, but an incorrect deduction. 

One would have thought that a statistician’: eye would 
‘have been attracted by a feature in the table which is 
. prima facie evidence of its unsoundness. For both healthy 
-and unhealthy offspring it gives a much higher percentage 


among the “suspected” than among either drinkers or 
sober. If alcohol has no effect, what reason can be given 
for so marked a variation in an unselected sample ? 
—_ physique would help us when the mentall 

cient are in excess. The other parent cannot be intro- 
duced as a factor without eae the whole scheme of 
the table. Nor does the all evil influence of alcohol 
explain why “suspected” ts should have more 
healthy children than drunkards. Statistically the table 
is too crude to be of any value whatever, it bears o2 
its face the stigmata of worthleesness. 

If the question is worth solving, ‘would it not be as well 
to a out an inquiry on a more extensive scale, and 
preferably among a population that was not subject to so 
many other influences toward defects in the offspring ?— 


I am, etc., 
Donatp F, Sxearer, M.B.Oxon., F.R.C.S, 
Exeter, Feb. 6th. 


S1r,—Professor Pearson’s confused letter will be difficult 


riginal papers, 
of the Royal Statistical Society and the letters 
which have recently been published in the Times by 
Professor Pearson and ourselves. 

From these last Professor Pearson, with what he and 
Miss Elderton called “judicial calm,” has refurbished 
statements which he evidently considers quite good enough 
for our Journat, but the errors of which we have, as a 
matter of fact, already fully exposed and corrected in the 
columns of the Times. To bring order out of the un- 
warrantable confusion‘ which, designedly or not, has been 
cast over this perfectly simple question, we will follow the 
order of our detailed criticism of his and Miss Elderton’s 
work which we published in the British Mepicat JouRNAL, 
January 14th, 1911. 

In passing we shall correct the numerous errors of fact 
scattered throughout Professor Pearson’s letter. 

One preliminary observation is necessary. We at any 
rate have no paradoxical mission to further, but are solely 
concerned ina critical examination of what purported to 
be highly accurate, scientific, biologico-statistical memoirs 
on the subject of parental alcoholism, its effects on offspring 
and on the wage-earning power, mentality, and physique 
of the drunken workman compared to the sober one. 

We will begin with the first two errors which we found 
in Professor Pearson and Miss Elderton’s papers : 

Error 1. Absence of controls. 
Error 2. Unscientific wse of terms. 

We showed on January 14th in your columns that the 
authors had not only neglected to provide as controls a 
really non-alcoholic class of parents to compare with the 
d en, but had committed the scientifically inexcusable 
fault of labelling the less alcoholic parents as “ non- 
alcoholic.” Professor Pearson says in another part of this 
letter that a charge like this amounts to an accusation of 
“falsifying data.” If it does, nobody is to blame but 
himself and Miss Elderton, for they are responsible for 
what they have done in this matter of wrongful descrip- 
tion, not only in this part of their work, but in many 
others, as we have already shown, and shall again 
directly, on further points which we did not discuss in 
our paper of January 14th. ; 

Professor Pearson, in his last letter to you of February 4th, 


1 Professor Pearson’s intellectual confusion, as your readers 
must have noticed, really amounts to a scientific obsession. 
The following are examples: 


(a) Sir Victor belongs to that small group of temperance’advocates 
who apparently believe that moderate and excessive uses of 
alcohol are identical in their results (p. 279). 

(b) If Sir Victor and Dr. Sturge succeed in showing that the wage- 
earning power of the alcoholic man is markedly lower than that 
of the sober man. apart from disabilities due to periods of 
alcoholic incapacity, they will find it absolutely impossible to 
investigate whether alcoholic and non-alcoholic are initially of 
the same stock (sic) (p. 280). ; 

(c) That there has been very little change in the habits of the 
parents is demonstrated by the fact that the number of quite 
young children relative to all the children is practically the 
same in our sober and drinking sections (p. 279). 

The italics are ours. 

(a) I have several times asked Sir Victor Horsley for an ex 
tion of why he has elsewhere cited with approval Dr. Mac- 
Nicholl and other authors, etc. He has given no answer to 

Sir Victor Horsley and Dr. Sturge answe s question 
the BRITISH MEDICAL JOURNAL, December 31st, 1910, p. 2048. 


to follow by those who have not had the opportunity of 7 
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does not seek to defend Miss Elderton or himself on either 

of these two grave charges; indeed, on January 7th he 

abandoned any further attempts to defend his absence of 
controls and misappropriation of scientific terms; con- 
sequently he is now by default forced to admit that their 
uncontrolled results are, as Mr. Keynes said, both “ value- 
less” and “ misleading.” 

Error 3. Selection by the authors of a non-representative 
population. 

fn our paper of Jan 14th we showed, as Professor 

Marshal], Mr. Keynes, and Sir Thomas Whittaker, M.P., 

had already done, that the material chosen by Professor 

Pearson and Miss Elderton was a slum population of such 

a character that by no possible means could any com- 

parison be drawn as they professed to do between 

“alcoholic” and “ non-alcoholic” people, but only between 

“very alcoholic” and “less alcoholic” individuals. Con- 

sequently that: 

1. Without the strictest analysis gree neglected by 
the authors, vide Error 4) no results as regards 
physique, etc., of the offspring could be obtained. 

2. Any reference to teetotalers as compared with 
alcoholics was scientifically impossible. 


To the first of these considerations no answer has been 
attempted by Professor Pearson, either in his letter of last 
week or in the Times. Again, therefore, by default he 
admits his and Miss Elderton’s memoirs to be valueless on 
the essential point, namely, the influence on the offepring 
of alcoholism in the parent. 

On the second point—“ teetotalers,” we have more to 


say. 

In the first place, we showed in the JourNaL on January 
14th that Professor Pearson and Miss Elderton never had 
before them any parents known to be teetotalers as 
parents. Teetotal parentage, therefore, they have never 
dealt with. This fundamental point Professor Pearson, 
writing to you on February 4th, does not meet at all, 
although it renders inexcusable his and Miss Elderton’s 
conduct in speaking and writing as though their figures 
related to offspring of known “ teetotalers.” We showed, 
in fact, both in our paper of January 14th and in our letter 
of the same date that their so-called “ teetotalers” column 
in their tables was unreal and misleading, because Pro- 
fessor Pearson and Miss Elderton bad no knowledge in the 
cases they used whether the parents became teetotalers 
before or after the children were born. 

Professor Pearson says that this is tantamount to his 
and Miss Elderton having fabricated statistics. We agree 
with him in his mode of thus regarding the facts. He 
and Miss Elderton in their memoir and in his letters of 
January 7th and February 4th dare to say they have the 
figures of the children of at least fourteen teetotal fathers. 
They have not the facts of one such teetotal father, for 
they do not know (since the Edinburgh report does not 
show it) when any of the fourteen parents they allude to 
began his teetotalism. 

ere we must digress for a moment to point out that 
Professor Pearson has for three weeks evaded answering 
our challenge to him of January 14th, and that of Mr. 
Furneaux Jordan, to substantiate the accuracy of his 
statements by publishing in your columns the actual 
figures, the pages in the memoirs in which they appear, 


_ and the actual case numbers given in the Edinburgh 


report. So long as these facts are concealed it is easy for 
him temporarily to escape condemnation. We return to 
this matter under Error 4, vide infra. It is extraordinary, 
too, to observe with what carelessness Professor Pearson 
writes. Thus he says in his last letter (February 4tb): 
‘“‘ Sir Victor at first charged us with not separating out the 
teetotalers from the mass of the sober.” This is another 
example of Professor Pearson’s mental confusion, for Sir 
Victor Horsley has never made any such charge, but the 
exact opposite. 

We now must draw attention on this point to another 
grave instance of what Professor Pearson with good reason 
terms as “fabrication.” It is that on this question of 
teetotalers, that ie, total abstainere, he does not hesitate to 
quote in our Journat on February 4th just as he did in the 
Times on January 19tb, a letter he received from the 
Edinburgh Report Committee relating to “sober” people, 
that is, * less alcoholics,” and he uses this letter as though 
it applied “to teetotalers,” although the Edinburgh Com- 


mittee specially limited the statement in their letter to. 
the word “sober.” This he does in the Journat twice, 
namely, at the heads of the columns 5 and 6, p. 280 and 281, 
of his letter of February 4th. Nay, more, he actually 
makes the following statement: 

“ The humour of the situation is that we never claimed 
todo more than — our population into sober and 
drinking groups.” (Column 6, p. 281, February 4th.) 

What “humour” there can be in self-contradiction. we 
are unable to see, but the facts are that, so far from. 
only dividing their population into “sober and drinking 
groups,” he and Miss Elderton, besides constantly speaking 
of “ alcoholic” and “ non-alcoholic” parents, give no less. 
than twenty-six tables exactly like the one Professor 
Pearson published in his letter in the Journat of 
January 7th, p. 50, the headings of the columns of which 
are “Teetotaler, Sober, Drink Saspected, Drinke,. Bouts.’ 
Here there are not two groups only, but five. Thus he 
stultifies Miss Elderton and himself in the most wholesale 
manner. 

Finally, sincethese authors did not know whether the so- 
called teetotalers were real teetotal parents, their statistics 
about the offspring of these persons can only be adequately 
described by the word Professor Pearson uses, namely, 
“fabrications,” because they are manufactured out of their 
heads by conjecture and guessing, as indeed we pointed 
out nearly three months ago in our letter in the JouRNAL. 
of November 19th, 

Of the five individuals whose teetotalism is known to. 
have commenced on a certain date but who, as we showed, 
were not teetotal parents at all, he admits having used 
one in his statistics but denies having included the others. 
We accept this denial, especially as it has no bearing on 
the discussion and his misuse of the word teetotal parent. 

We now come to the so-called teetotal mothers. As we 
showed on January 14th, there are no facts given in the 
Edinburgh statistics which make it possible to speak 
except in one instance out of the whole nineteen as to 
whether the wife was a teetotal mother or not, and of that 
one instance—namely, No. 336—Professor Pearson says our 
objection to her being included is, he contends, what “only 
fanaticism could convert into what is really a libellous 
account of a probably quite steady woman.” On turning 
to the Edinburgh Report, this so-called teetotal mother is 
plainly described in the following language: “The wife 
not teetotal but never seen the worse for drink.” We fail 
to see how our objection to this individual being included 
among the teetota — is a mark of fanaticism, or that. 
we were guilty of libelling her. It ison this matter that 
Professor Pearson has committed the most serious of his. 
literary misdemeanours, namely, using the information he. 
received in a letter from the Edinburgh Committee relating. 
to merely so-called sober people as though it related to. 
total abstainers. This conduct appears to us to quite 
well come within Professor Pearson’s definition of 
of alcoholism. be 

rror 4. sence of any proof of alcoholism. beginning 
before the birth of the children. iad 

The fundamental necessity of proving that the alcoholic. 
parents began their drinking before the children were 
born was never recognized, as we have repeatedly pointed 
cut, by Professor Pearson and Miss Elderton, and that. 
the whole mass of their mathematical formulae and 
graphs were mere deceptions. Professor Pearson now, 
in his second column, p. 279, says this point is “ pure. 
quibble.” He applies a ridiculous expression of this 
sort to what is a fundamentally necessary condi- 
tion of a research into the effects of parental alco- 
holism on offspring, instead of answering, as in. 
honour he was bound to do, the challenge we made to 
him in our letter of January 14th in the Journat, p. 112.. 
Those who have done us the honour to read the contro- 
versial correspondence in the Jougnat, which began with 
our letter of November 19th, 1910, will know that for six 
or seven weeks we have endeavoured to learn from Professor 
Pearson where, in his and Miss Elderton’s memoir, this. 
biological condition was satisfied, and at Jast on January. 
7th he said of their memoir, “ Of course if does contain. 
such figures and what Sir Victor is confessing is only that. 
he is constitutionally or by training incapable of inter- 
preting them.” To this we replied as follows in the 
Journal of January 14th: 

“We must repeat that there are no such figures in. 


| 
i 
— 
— 
! | 
— 
: 
. 
— 
ie 
~ 
— 
| 
~ 
— 
— 


‘FEB, 11, 1911.] 


— 


CORRESPONDENCE. 


335 


— 


existence, and if Professor Pearson wishes to be believed 
‘he must publish in the next issue of the JourNnaL: 

“1, The figures, together with the numbers of the pages 
of his and Miss Elderton’s memoir, on which, as he alleges, 
they are printed. 

“2. The reference case numbers of the Edinburgh 
Report Schedules ink Se the parents and children to 
whom the figures individually refer.” 

To this challenge Professor Pearson has returned no 
answer, although the Journat has a ed three times 
since—namely, on January 21st, 28tb, and February 4tb. 
‘We are sorry that, for reasons we do not fully understand, 
a letter which we wrote to the Journat a fortnight ago— 

that is, immediately after we noticed Professor Pearson’s 
failure to respond—has never been published. This point 
stands by itself, because it is obvious, as we stated, that 
these figures which Professor Pearson solemnly asserted 
existed, and that it was only Sir Victor Horsley’s stupidity 
which prevented his recognizing them, are statements 
both wholly untrue. We earnestly hope that his failure 
‘to produce his “proofs” will be appreciated by those 
who are in sympathy with his views on the alcohol 
question. To our mind it is intolerable that the memory 
of Sir Francis Galton and the work of the Eugenics 
Laboratory founded by him should be marred by such 
an act on the part of Professor Pearsop. — 

We now come to their great generalization respecting 
the parents: — 

Error 6. Erroneous conclusion that the efficiency, as 
measured by wage earning capacity, of an aleoholic male 
_parent is at least equal to that of a less alcoholic male 
parent. 

The central point of their paper, which found such 
ready acceptance in certain quarters, was that the drunken 
workman was as good as the sober, and the standard on 
which this extraordinary conclusion was founded was his 
wage-earning capacity. Now in this subject there are two 
distinct issues. First, how much does the drunken and 
-sober workman respectively earn? and, secondly, what use 
did Professor Pearson make of the conclusions he drew 
from the Edinburgh data on this subject ? 

1. How much does the drunken and sober workman 
respectively earn ? 

We showed on January 14th (p. 77) that Professor 
Pearson and Miss Elderton’s statements on this subject 
were absolutely contradictory, and we tabulated this contra- 
dictiop, showing that in May, 1910, they said the drinker 
-earned 25s. and the sober 26s., whereas in September, 1910, 
according to Professor Pearson, the drinker earned 25s. 6). 
-and the sober 25s.5d. Whether this gross contradiction 
in these authors’ own results was due to carelessness or not 
there was no evidence to show; but, to whatever it was 
due, Professor Pearson in his letter of last week does 
not attempt to account for this result. In fact, he 
makes no reference to it whatever. The only thing he 
‘does do is to make a series of disconnected statements, 
all untrue; and, inasmuch as they are disconnected, we 
must now proceed to expose them in detail. In the 
first place, — readers must understand that Professor 
‘Pearson published in the Times of August 10th, 1910, 
a@ wage and sobriety table, which he subsequently re 
published in a supplemental memoir, and which he called 
“* Analysis of the Fathers’ Trades.” This table is given 
on pages 10 and 11 of the supplemental memoir, and is 
anew as follows. We will quote the first three 

: 

“Class A.—Papercutters (248.; S 1, D1); cabmen 
(18s. 5d.; S1, D 10); goldbeaters (2ls.6d.; S 2, D 1); 
stablemen (21s. 2d.; $1, 05); millworkers (19s.; S 2, D0); 
-porters (20s. 6d.; S 9, D 8),” etc. 

Professor Pearson states, in describing the table, that 
“in each case the average of the recorded wages of the 
‘individaals following that trade is given. = sober, 
D = drinks, and the numbers following these letters give 
the number for each type.” The only conclusion that can 
be possibly drawn from this table and the statements of 
Professor Pearson is that the name signifies the trade, the 
-deunken and sober are the individuals following that 
trade, and the sum stated as the wage is the average of 
the recorded wages of the individuals mentioned in the 
table. Professor Pearson actually says in his letter on Feb- 
ruary 4th that his table “ has nothing to do with sobriety 


~or intemperance.” If this were true we are to suppose 


that the headings S. and D. have not got the meaning 
which Professor Pearson in his memoir and in the Times 
said they had. But we need not spend time on a contra- 
diction such as this, but on to show once more that 
his other statement about this table is equally untrue, 
namely, that the figure indicating the wage of the trade is 
‘the average of the recorded wages of the individuals 
following that trade.” As Mr. Keynes pointed out in the 
Journal of the Royal Statistical Society, and as we fully 
demonstrated in our paper of January 14th, p. 77, Pro- 
fessor Pearson did not give the real average of the wages 
earned by the individuals be mentions in his table, but 
again, with a great saving of his time and trouble, and 
with a large share of ‘judicial calm,” he copied for 
each trade a wage from a verification wage table of 
the Edinburgh Committee, which, as we showed on 
January 14th, only applied to a limited number of the 
cases among the people he gives in his table. This 
way of treating statistics we think is very suitably 
described in the way Professor Pearson mentions as a 
“fabrication.” It might have been supposed that this 
having been pointed out by us, he would have expressed 
some regret for having misled his readers, but nothing of 
the kind appears in his letter of last week. On the con- 
trary, he evidently hopes that the nature of this table 
will be buried in the involved description which he gives. 
Further, having by giving to alcoholic workmen in 18 per 
cent. of the cases a wage that does not belong to them, 
arrived at his and Miss Elderton’s chief generalizations 
concerning the relative value of the drunken and sober, 
quoted above, he says, “I am quite ready to abide by 
those words.” This interests us, because on January 16tb, 
in the Times, he denied having made any such statement 
at al), and was only brought up short by our publishing on 
the 19th the actual words of their g:neralization from 
the memoir. He takes credit to himself in like manner 
for having stated in bis supplemental memoir the well- 
worn truism that drinkers, being more often out of 
work, had lower aversge wages. Even this, however, 
he did not acknowledge to a fact until Professor 
Marshall had driven it home by his letters to the Times 
in Jaly and August of last year. This discovery, there- 
fore, was not Professor Pearson’s. In the middle of the 
fourth column of his letter he gives an involved statement 
on the wage question, of which he says “ details are dis- 
cussed in my contribution to the current number of the 
Royal Statistical Society's Journal.” If your readers 
have the curiosity to turn to this, they will find a most 
extraordinary compendium of estimates as to how much 
the drinker and the sober man respectively earned, but not 
from beginning to end does he mention the original esti- 
mate published in the first memoir. This, we may 
suppose, therefore, will also be buried, like ‘various other 
inconvenient conclusions to which we have drawn atten- 
tion. We note in perusing this paragraph one charac- 
teristic expression—namely, where he says that the 
figures we quoted from his gy bmg memoir were 
“verbally” accurate. It no doubt requires a high 
mathematical mind to realize that though two and 
two ‘‘ verbally” make four, the real result is something 
else which can be given in a footnote. Pro’e3ssor Pearson 
seems to feel that this mode of treating arithmetic 
is not usual, and therefore hastens to say that “ the 
meaning of the word parent seems to be quite overlooked 
by Sir Victor.” We are not afraid of yourreadersthinking — 
that we do not understand the meaning of the word parent, 

but we would point out that even a divagation of this 
sort is of no use to Professor Pearson, bec: use the original 
estimate of Miss Elderton and himself, which is now 
relegated by him to the dark ages, referred to “fathers 
only” exactly in the same way as his table, conse- 
quently the footnote he quotes has nothing what- 
ever to do with the different explanations he has pub- 
lished of the wages earned of the alcoholic and non- 
alcoholic workman respectively. We will now tarn to 
his tabulation of the different trades. We bave extracted 
from him at last the admission that his masons, porters, 
railway porters, etc., are not the people called such in 
the Efinburgh Report from which he professed 62 get 
them, but that he has jumbled together persons of widely 
varying occupations, and he attempts to justify this by 
reference to the instructions of the Registrar-General to a 
census clerk. What serves for the crade statistics of the 
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Registrar-General is totally inadequate, of course, for any 
tabulation of trades which is to give an accurate computa- 
tion of the wage earned by those trades. There is no 
necessity either for Professor Pearson to thus mishandle 
the Edinburgh statistics, and as for his group of porters, 
@ messenger is not a porter. It is interesting to notice 
that he carefully abstains from explaining ro oe columns 
the far more glaring case we gave of the railway porters, 
which he represented to be nine in number, although only 
two exist in the Edinburgh statistics. The reason is this 
—from his letter to the Statistical Journal it would 
appear he concocted his nine railway — by 
jambling together anybody who had anything what- 
ever to do with a railway; and he even admits 
that his “railway porters” varied in wage-earning rate 
from a guard who earned 45s. a week to a porter who 
earned 14s. a week and tips. Can any one pretend fora 
single moment that this is scientific statistical examina- 


tion of the wage-earning capacity of different trades and 


sections of the community? The proof of our position is 
that our estimations obtained by keeping strictly to the 
Edinburgh facts gave the same results as the Edinburgh 
Verification and Wage Table, results which are in absolute 
opposition to Professor Pearson and Miss Elderton’s. As we 
showed on January 14th, this is due to their having 
created statistics where real data did not exist. A very 
= example of this is his belated attempt in his last 
etter to support his and Miss Elderton’s theory that the 
reason why. the children of alcoholic parents have such 
a high death-rate is not so much that there are any 
toxic effects of the alcohol present in the offspring 
as that they die from accidents directly cau by 
the drunkenness of their parents. If statistics are 
selected in which no information is given concerning 
the actual cause of deatb, naturally any theory can be 
bolstered up. Professor Pearson therefore endeavours to 
meet our police statistics in which 5 saparee cause and mode 
of death is given in each instance, by quoting the returns 
of the Registrar-General. We have shown in a letter 
sent to the Times,? that these returns are worthless for 
the purpose to which Professor Pearson applies them, 
except in one single particular, that is, “ overlaying.” As 
we show in our book, Alcohol and the Human Body, 
alcoholism has a direct causative relation to this accident. 
In the Registrar-General’s returns, which Professor Pearson 
quotes in his letter without the slightest qualification, 
the remainder of the deaths from suffocation are put 
down as due to “otherwise.” As this, of course, has no 
meaning whatever, one-third of Professor Pearson’s figures 
are useless for his purpose, but that, as we have seen 
before, is no hindrance to his quoting them. Our point 
now is that to use such figures to make statistics is to 
execute what Professor Pearson rightly calls a ‘ fabrica- 
tion.” Even if we took the overlaying cases at the 
fullest possible estimate, the proportionate number 
of instances that would have occurred in the 
population to which the pees 2 Report refers 
would be less than one. This completely confirms the 
conclusion we drew from the more minutely analysed 
police returns. Taking the view that we do that alcohol 
is @ great national evil, if, as Professor Pearson asserts, 
we were only regarding this question from that point of 
view, it would make no difference whether the parental 
alcoholism killed the children by negligent accidents or 
by toxic consequences. What we did show on January 
14th was that Professor Pearson and Miss Elderton, 
endeavouring to minimize the toxic effects of the drug, 
invented, without the slightest inquiry into the facts, a 
theory that the higher death-rate was due to accidents. 
We have therefore disproved, first, this gratuitous 
hyvothesis of Professor Pearson and Miss Elderton; 
and, secondly, we have shown reason why further 
research should be made into the general physical 
condition of the children of alcoholics. 

In conclusion, we observe that Professor Pearson intends 
to produce from his apparently uolimited financial resources 
@ pamphlet purporting to be an additional answer to our 
paper of January 14tb, jast as his and Miss Elderton’s first 
memcir purported to be an inquiry into parental alcoholism. 


 2The Times, for reasons which may be well understood, has suddenly 


+ rg the correspondence after publishing Professor Pearson's last 


We have no doubt that the one will be as incorrect as the . 


Mary D. Stuxcsz. 


other.— We are, etc., 
VICTOR Horsey. 


London, W., Feb. 7th. 


*,* In the note on the pamphlet published by Professor 


Karl Pearson in Questions of the Day and of the Fray,. 


published in the Journat of November 12th, 1910, p. 1545, 
it was said that it appeared to us that “the assailants 
of Professor Pearson have been somewhat over-hasty.” 
Tt is now abundantly clear that this epithet was ill 
chosen, and we regret that the expression was used.. 
In the longer article published in the Journat of June 4th, 
1910, p. 1367, on the “First Study of the Influence of 
Parental Alcoholism on the Physique and Ability of the 
Offspring,” by Miss Elderton and Professor Pearson, after - 
stating that they held that “parental alcoholism, bad 
housing, and other environmental’ evils do not produce. 
large effects upon the next generation,” we pointed out. 
that ‘Even if these views merited universal acceptation 
—as to which we express no opinion—it would still be. 
our duty to strive at least as hard as at present for the 
amelioration of environmental conditions. Hunger, filth, 
and alcoholic excess may not affect the intelligence and 
physique of the rising generation, but, beyond all ques- 
tion, they materially affect the health and happiness of 
the generation in being.” It appears that this warning. 
might have been even more strongly expressed. 


HYDROTHERAPY. 

Sir,—We feel it our duty to protest against the de-. 
preciatory tone of an article on hydrotherapy appearing in. 
your issue of January 7th. We believe that such an 
article is calculated to discourage the general body of the 
profession from paying due attention to a method of 
treatment for which, when properly conducted, there is. 
in many instances no satisfactory alternative. We think, 
too, that it may tend to check the flow of subscriptions to. 
our mineral-water hospitals. 

It is certain that patients who have derived benefit from 
hydrotherapy will continue to seek its aid and will advise 
their friends to follow the same course. But if they 
ascertain or are led to believe that hydrotherapy is under- 
valued or imperfectly understood by the medical profes- 
sion in Britain they will be disposed, more and more,. 
acting on their own initiative, to place themselves in the 
hands of unqualified persons in this country, or to proceed: 
to the Continent, where balneology is recognized as an 
independent and indispensable branch of the science of 
therapeutics. 

While associating ourselves with the writer of your: 
article in deprecating the exaggerated claims put forward 
by some zealots we protest against the statement that in 
the scheme of management of a modern spa the various 
baths and hydropathic (sic) applications are regarded as a 
secondary though essential element. 

True as this relegation of hydrotherapy to a secondary 
position may be for a limited number of resorts, the names. 
of which will readily occur to any one versed in creno- 
therapy, it is the reverse of true when applied to the 
majority, whether in Britain or on the Continent. 

We demur, moreover, to the suggestion that hydro- 


therapy has become, in the older countries of the world, a 


therapeutic method within the compass of the leisured 
and moneyed classes only. The inaccuracy of this state- 
ment is shown by the fact that in 1909, at three English 
spas alone, in addition to out-patients there were admitted 
to the wards 5,779 patients of the poorer classes, sent from 
all parts of the country; while at one spa no less than 
35,327 mineral water baths were given at the bathing. 
establishment belonging to the charity. 


While there are other passages to which we take. 
exception, we prefer to refrain from further comment, but. 


would state our position affirmatively, as follows, adopting. 
the words of a recently published monograph on spa 
treatment : 

That for one group of patients the benefit received from 
spa treatment accrues entirely, and not merely in great. 
part, from change of surroundings and habits. But a 
sufficiently radical alteration in the manner of life could 
not always be induced in this class of patients, save by 
the compelling influence of the ritual associated with 
mineral water treatment. That for a second group of 
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patients benefit is derived from all the resources of a spa, 
but in proportions not capable of definition. 

But it must be added, and with equal emphasis, that 
there is a third and a large group in which the 
strictly balneological ures constitute 4 
and preponderating factors necessary for suc treat- 
ment.— We are, efc., 

A. F. Street. 
ALBERT MovILLor. 


By Resolution of the Council of the Section 
of Balneology and Climatology of the 
London, W., Feb. 2nd. _Royal Society of Medicine. 


Sir,—My attention having been called. to an article in 
your issue of January 7th, may I be permitted, as chair- 
man of the board of management of the Royal Bath 
Hospital and Rawson Convalescent Home, amitete, 
to correct a statement made by the writer of hydro- 
therapy, on page 35, to the effect that such treatment is 
only within the reach of the moneyed classes. 

This Royal Bath Hospital was founded in the year 1824 
with the special object of providing means whereby the 
poorest classes throughout the United Kingdom and 
Ireland might benefit by a course of the Harrogate waters 
and baths. The charity has increased in popularity to 
such an extent that in 1889 the present handsome new 
building capable of treating 100 patients at one period was 
opened, and in the course of every year upwards of 1,200 
patients, all of the indigent or lower working-class section 
of the community, receive free of charge a three weeks’ 
course of the said Harrogate treatment for gout, rheumatism, 
eczema, and similar troubles. ‘ 

The greatest precautions are taken to prevent any abuse 
of the charity. No patient or any near relative of a 
patient is permitted to subscribe the smallest sum towards 
the cost of treatment. I have personally, or in my occa- 
sional absence my deputy has, an interview with every 
patient — a recommendation form duly signed by 
a subscriber and countersigned by the patient’s own 
medical attendant, and unless the evidence of such patient’s 
inability to pay for medical attendance and the cost of 
baths and lodgings is very clear, we are obliged to decline 
admission. 

As a proof of the extent to which the advantages of 
this institution are appreciated by the suffering poor 
throughout England, Scotland, and Ireland, I may say 


that for many weeks each year there are upwards of. 


200 cases awaiting admission in addition to the 100 patients 
in the hospital. 

In view of these facts, I think you will agree with me 
that the statement to which I have taken exception is 
somewhat misleading, and trusting you will excuse my 
addressing you at such length,—I am, etc., 

Harrogate, Feb. 2nd. J. W. CockerHam. 


QUALIFIED OPTICIANS. 

Sir,—At a recent dinner of the Spectacle Makers 
Company Dr. Seymour Taylor is repo to recommend 
that people who are not rich or poor, but who belong to 
the great middle class, should have their refraction defects 
attended to by a new class of persons whom he would 
name “ qualified opticians.” 

Is Dr. Seymour Taylor so out of touch with his medical 
brethren as not to know that numbers of general practi- 
tioners now devote special attention to refractive work for 
the very class who cannot afford the specialists’ fees, and 
who do not wish to make themselves objects of charity by 
going to the hospitals ? 

Does Dr. Seymour Taylor think the class he seeks to 
establish more likely to benefit the public than men who 
have a general knowledge of eye diseases and who have 
also studied the subject of refraction—a subject which is 
by no means difficult for medical men to master, but 
which has many difficulties for the uneducated class which 
Dr. Seymour Taylor ~—- should take it up? 

Nobody wants Dr. Pr goa Taylor to suggest at a 
public dinner that general practitioners are more suitable 
than others to deal with such cases. To suggest, however, 


the formation of a new class to encroach upon the legiti-. 


mate work of members of his own proféssion is, indeed, 
uncalled for. He supports his contention by quoting the 
case of the dentists. The parallel does not hold good 
to-day. He ought to know that the dentists in best repute 


€ surgery, or both, before taki 
up dentistry. Where is Dr. er org Taylor’s sense 


trading society like the Spetscle Makers shoald soporsode 


February 6th. _ Save Me rrom My Frienps. 


TUBERCULOSIS AND STATE INTERVENTION, 

Sirz,— uring to further correspondence under this head 
in your issue of January 28th, will you allow us to add that 
the purpose of our recent letter to the Bririso Mxpican 
JouRNAL, which was to correct a misleading impression 
which seemed current, namely, that the Edinburgh 
separa islation di ‘all losi 
has been achieved. ‘ 

A motion in favour of such legislation was indeed sub- 
mitted tothe meeting, but waslost. The resolution which 
was passed by the conference was definitely limited to the 
question of including tuberculosis in the proposed scheme 
of invalid insurance.—We are, etc., 

W. Leste Lyatt, M.B., 
James Miuuer, M.D., 


Edinburgh, Jan. 30th. Joint Honorary Secretaries. 


CORONERS’ LAW AND DEATH CERTIFICATION 


BILL. 

Sir,—Feeling very strongly about the amend- 
ment to the above bill and the way the duty of notifying 
births has been foisted on us, and wishing to emulate the 
copy of the petition which he got over eig signa- 
tures!), and have been canvassing the medical men in 
West and South Worcestershire. Every doctor I visited 
signed, and many felt more strongly than I do about it, if 
that were possible. I got thirty-eight signatures in West 
Worcestershire and twenty-two in the Southern division. 

In company with Dr. Holbeche, the senior man in 
practice here, I waited on the member of Parliament for 
the former division, who could not have been more con- 
siderate, and I have also had a very pleasant interview 
with the member for the latter constituency. They have 
both promised to do their best to oppose the bill unless a 
clause be inserted guaranteeing adequate payment by the 
State for viewing the dead rare,“ am, etc., 

Malvern, Feb. 4th. pw. B. Frenngaxt, M.D. 


THE SWEATING OF DOCTORS BY THE LONDON 
COUNTY COUNCIL. 

Srr,—I crave space to illustrate the way the London 

County Council treat their medical examiners. 

ask for examiners in home nursing, infant care, and 
first aid, and offer £1 1s. for the first twenty candidates 
examined, and 1s. for each one over twenty. 

Till a year ago the examination took place at each school 
and one often did not have more than seven candidates ; 
but when this was found out the candidates were collected 
at certain centres so that now one is almost sure to have 
twenty to examine. 

There is a written paper and a viva-voce examination. I 
pointed out that the paper takes at least ten minutes to 
read and mark, and the viva-voce another ten, so the 
remuneration works out at 3s. an hour, without considering 
time expended in going and coming. The Council’s own 
medical officer reported that he considered the fees “ very 
— ” and advised alteration, but nothing has been 

one. 

A last instance of red-tape is that the Council offers 
travelling money “ not more than first class fare.” M 
first-class fare would have been 3s. In my statement whi 
asks “method of travel,” I put “ private car say 1s.” The 
answer comes back “none but first-class fare is allowed,” 
and as I go in my own car I am allowed nothing for 
travelling expenses. 

Can we not prevent them from getting any examiners 
till they pay them properly ? The facts are beyond dispute, 
and are admitted; it is only because a think we are 
disuvited, and know they cannot sweat their workmen, 
that they pay us below “ trade union rates.”—I am, etc., 

January 20th. “Unitas.” 


1 BarrisH MEDICAL JOURNAL, 1910, vol. ii, p. 1656. 
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JUSTIN THEODORE VULLIAMY, L.R.C.P., M.ROC.S., 
ASSISTANT SURGEON, RUGBY HOSPITAL. 

Ir is with mach regret that we record the unexpected 

death of Mr. Valliamy, which took place at his residence 

in Ragby on January 23rd, in his 42nd year. 

Me. Vulliamy was the eldest son of Mr. Theodore 
Vulliamy of Ware. He was born at Nonancourt, in the 
department of the Eure in Normandy, France, and passed 
his early boyhood in the pleasant scenery which charac- 
terizes that district. He there acgaired the thorough 
knowledge of French which proved so use.ul to him in 
after-life. His edacation was continued at Uppingham 
School aud afterwards at St. Thomas’s Hospital Medical 
School, where he was a dresser inthe surgical wards to 
Mr. Pitts. He did not take a specially high place in 
examinations, but devoted himself to acquiring a good 
general knowledge of his work from the practical side, and 
gained the esteem of those with whom he was associated 
for his steady devotion to duties of every kind. In 1897 
he obtained the qualifications of the Conjoint Board in 
London and became M.R.C.S.Eng. and L.R.C.P.Lond. 

For a time he acted as one of the Resident Medical 
Officers to the Royal Free Hospital; he then became 
House-Physician to the Hospital for Consumption and 
Diseases of the Chest, Brompton; House-Surgeon to the 
French Hospital, London; and Assistant House-Surgeon 
to the Liacoln County Hospital. Some ten years ago he 
joined Messrs. Simpson and Relton in their practice at 
Ragby, and soon made himself known as an enthusiast in 
his desire to advance the welfare and knowledge of im- 
portant health subjects of those with him he was brought 
into contact He gave lectures on narsing, hygiene, and 
ambulance duty for the Midland Counties Educational 
Union, and became Surgeon to the Rugby Provident Dis- 
pensary. A few months ago he was appointed Assistant 
Sargeon to the Ragby Hospita), and perhaps was happier 
in this appointment than in any other, for his previous 
training had well fitted him for dealing with the more 
important surgical operative work which came to him. 
He was essentially a man devoted to his profession, and 
never refased to obey the call of duty, however great the 
inconvenience caused to himself. Duty always came first, 
indeed it is very probable that this intense and somewhat 
over-anxious devotion to his work undermined his health 
and rendered him less able to withstand the attack of 
influenzal pneumonia which so quickly proved fatal. 
Daring his short illness, the anxious inquiries which were 
made at a!l hours, and the expressions of regret at his loss 
received since his death show that his efforts to do good 
were appreciated, whilst the large attendance at the 
memorial service in Rugby shows the general esteem in 
which he was held by all who knew him. Three years 
ago he married Dora Ann, daughter of Mr. Dunbar 
Kilbarn, of Gloucester Square, London. 


Medico-Legal. 


ACTION FOR ALLEGED NEGLIGENCE. z 

In the Sheriff Court of Lanarkshire at Glasgow, Sheriff Craigie 
has issued bis judgement in an action raised by Mrs. Parkhill, 
wife of a marine engineer, with consent of her husband, against 
Dr. Paul Stewart, Glasgow, for alleged negligence in treatment. 
The defendant denied negligence, and stated that his treatment 
-of the patient was carefulani skilful. Preliminary pleas were 
also stated that the plaintiff had no title to sue, and that the 
action was irrelevant. Mr. D. Cook, solicitor, Glasgow, appeared 
for the plaintiff, and Mr. William Findlay, instructed by the 
Medical and Dental Defence Union of Scotland, Limited, for 
the defendant 

The Sher'ff has dismissed the case with costs againt the 
plaintiff In delivering judgement, his Lordship said: ‘‘In 
this action the wife of a marine engineer, with the consent of 
her husband, sues @ doctor for damages in respect of alleged 
-careless treatment. But she is met at once with the plea that 
‘she has no title to sue; and it seems to me that she has no 
answer to the plea. She no doubt says that she herself called 
in the doctor to give her advice; but she did so as the agent of 
her hasband. The contract for medical attendauce was there- 
fore between the husband on the one hand, and the doctor on 
the other. Now there is abundance of authority for the view 
that in such a case the husband alone—not the wife—can sue for 


damages for breach of contract, and the husband’s consent will 
not make competent an action at the instance of the wife. 
Seeing that I hold that the pursuer has no title to sue, I do not 
require to consider whether the pursuer’s averments are rele. 
vant or irrelevant. They are certainly very- loosely put together.” 


BURIAL, WITHOUT INQUEST, OF CHILDREN WHO 
HAVE DIED WITHOUT MEDICAL 
ATTENDANCE. 

G. H. writes that he was asked to visit a child. He was unable 
to do so, and an hour later was told the child was dead. He 
knew nothing of the child or its parents. The coroner tele- 
graphed to the police, ‘‘ Tell doctor to give certificate child 
died from convulsions.’’ Our correspondent refused to 
certify. The coroner subsequently issued a certificate to the 
parents, and the child was buried without an inquest. Our 
correspondent asks: Did I dorightin refusing to certify, and 
is the coroner entitled to granta certificate for burial without 
holding an inquest? Our correspondent rightly declined 
certifying the cause of death of a child he had never seen. 

*,* The coroner cannot authorize the burial of any body 
‘except upon holding an inquest,” but he can certify to the 
registrar of the district that, after considering the report made 
to him in reference to the death, he does not consider an 
inquest necessary. This enables the registrar to register the 
death without the usual medical certificate if such cannot be 
procured. The coroner would, we think, find it very difficult 
to defend his telegram if the matter were brought to the 
notice of a higher authority. , 


Gnuibersities and Colleges. 


THE NATIONAL UNIVERSITY OF IRELAND. 

Scholarships. 

At the last quarterly meeting of the County Dublin County 

Council it was decided to instruct the secretary when consider- 

ing his estimates for the year 1911-12, to include such sum as 

the council might decide, not exceeding a rate of 1d. in the £1, 

for the purpose of assisting the National University of Ireland, 

and establishing scholarships therein. 


The Sevbices, 


ROYAL ARMY MEDICAL CORPS COMMISSIONS. 
THE following is the list of successful candidates for com- 
missions in the Royal Army Medical Corps at the recent 


‘competition in London, and for which thirty-one candidates 


entered : 


B. Biggar, St. Bartholomew’s, M.B.,B.S.Lond.,M.R.C.8.Eng., 

J. D. Kidd, Glasgow University, M.B., B.Ch. Univ.Glasgow... 
is. Teal Dublin University, B.A., M.B., B.Ch.Univ. 

G. Wilson, Edinburgh University, M.B., B.Ch. Univ.Edin. ... 
a — Queen’s College, Belfast, M.B., B.Ch.Royal 
n Vv. re. . oe eee eee oe eee 

*E. G. 8. Cane, St. Bartholomew’s, B.A.Cantab., M.R.C.8. 
W. A. Frost, Catholic University, Dublin, M.B., B.Ch.Roy. 
T. Graham, Edin»urgh University, M.B., B Ch.Univ. 


F. A. Robinson, Durham University, M.B., B.Ch.Univ. 
D. Reynolds, Guy’s Hospital, M.B., B.8,Univ.London, 
M.R.C 8.Eng , L.R.C P.Lond. 
J. Edinburgh University, M.B., B.Oh.Univ.Edin- 
. M. J. Brett, Catholic University, Dublin, M.B., 
B.Ch.Roy.Univ.Ireland ... 527 


P. Hayes, University College , Cork, M.B., B.Ch.Roy.Univ. 

T. A. Weston, Cambridge University, St. Thomas’s Hos- 

_— B.A., M.B., B.Ch.Cantab., M.R.C.8.Eng., L.R.C.P. 

*W. Bisset, Edinburgh University, M.A., M.B., B.Ch., B.&c. 
Univ Edinburgh _... ee 512 

{The gentlemen marked (*)} being in possession of certificates 

obtained in the Officers’ Training Corps, were awarded service marks 

— penne 71 of the Regulations for the Officers’ Training 

rps. 


ROYAL ARMY MEDICAL CORPS. 
EXAMINATION FOR PROMOTIONS. 
Home Stations. 
THE following is the list of the successful candidates at the 
December Examination for Promotion of Majors of the Royal 


‘Army Medical Corps in Technical Subjects (unless otherwise 


stated the officers named have yet to pass in a ‘‘ Medical Staff 
Tour’’—Part II, Appendix XIV, King’s Regulations) : 


Major T McDermott, M.B., (d) ii; .75; has yet to pass in Part I, 
Appendix XIV, King’s Regulations. Major W. D. ERsxKINE, M.B., 
Part I, Subject ii, Appendix XIV, King’s Regulations; already passed 
in (d) ii and in Part I, Subjects i and iii; exempt Part II, Appendix 
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XIV, King’s Regulations. Major H. W. K. Reap, (d) ii; has yet 
to pass in Part I, Appendix XIV, King’s Regulations. Major 

. W. Lonenurst, Part I, Subject iii, Appendix XIV, King’s 
Regulations; .8; already passed in (d) ii and in Part I, Subjects 
i and ii; exempt Part If, Appendix XIV, King’s Regulations. 
Major H. A. BERRYMAN, (d) ii and in Part I, Subject i, Appendix XIV, 
King’s Regulations; .75 in (d) ii; already passed in Part I, Subjects ii 
and iii; exempt Part II, Appendix XIV, King’s Regulations. Major 
J. B. ANDERSON (d) ii and in Part I. Appendix XIV, King’s Regula- 
tions.; exempt Par& II, Appendix XIV, King’s Regulations. Major 
E. 8. CLARE, M.B., Part I, Subject ii, Appendix XIV, King’s Regula- 
tions.. already passed in (d) iiand in Part I, Subjects i and iii; exempt 
Part ii, Appendix XIV, King’s Regulations. Major W. 8. HARRISON, 
M.B., (d) ii and in Part I, Appendix XIV, King’s Regulations; .75 in (d) 
ii; exempt Part If, Appendix XIV, King’s Regulations. Major D. 
Lawson, Part I, Subject i, Appendix XIV, King’s Regulations; has 
yet to pass in (d)ii; already passed in Part I, Subjects ii and iii; 
exempt Part II. Appendix XIV, King’s Regulations. Major C. W. 
PRoFEIT, M B., (d) ii; .75; already passed in PartI; exempt Part II, 
Appendix XIV, King’s Regulations. Major F. KIppLE, M.B., Part I, 
Appendix XIV, King’s Regulations; already passed in (d) ii; exempt 
Part II, Appendix XIV, King’s Regulations. Major 8. H. Farrrie, M.B., 
(d) ii; .75; has yet to pass in Part I, Appendix XIV, King’s Regulations. 
Majors E. C. Hayes and HK. T. F. BIRRELL, M B., Part I, Appendix XIV, 
King’s Regulations ; already passed in (d@) ii; exempt Part II, Appen- 
dix X(V, King’s Regulations. Majors A. H. O. Youne and 8. O. Hatt, 


Capt. D. E_CurME, (d) ii; already passed in (h). Capt H. HE. M. 
Dovueuas, V.C., D.8 O., (d) ii; .75; already passed in (h). Capts. L. 
Woop and F. 8. WALKER, F.R.C §.1., (d) ii; already passed in (h). 
Capt. C. H. Srraton, (d) ii; .75; already passed in (h). Capt. W.S. 
CrostHwalt, (d) ii; already passed in (h). Capt. S B. Smiru, M.D., 
(d) ii; .75: already passed in (h). Capt. M. F. Fouups, (d) ii; already 
passed in (h). Capt. C.A J. A. Bator, M.B ,(d) ii; .75; already passed in 
(h). Capt. J. H. GURIEY, (@' ii and (h)i and ii; .75 in (d) ii; has yet to 
pass in (h) iii for rank of Captain, already passed in (db). Lieut. da. T 


(d) ii and (h)iand ii; has yet to pass in (b) and (h) iii Lieut. 4 


. C. H. Sune, M.B., (d) ii and (h) i and iii; .75 in (d) ii; has yet to pass 
in (b) and (h) ii. Lieut. W. E. MansHauu, M.B., (d) ii; has yet to pass 
in (b) and (h). Lieut. D.E.C PorrmncEr, M.B., (d) ii and (h); already 
passed in (b), Lieut. C.D. SHERLOCK, M.D. (h); already passed in (b) 
and (d)ii. Lieut. A. T. J. McOREERY, M.B..(h)i; already passed in (0), 
(d) ii, and (h) iiand iii. Lieut. W. H. O’R1orDaN, (d) ii; has yet topass 
in (b) and (h). Lieut. R. C. Priest, M.B., (d)ii and (h); .8 in (h); 
already passed in (6). Lieut. F. W. M. CunnincHaM, M.D., (d) ii and 
(h)iand ii; has yet topassin(b)and(h)iii. Lieut. A. D. StrRLina, M.B., 
(d) ii and (h); 75 in (d) ii; already passed in (b). Lieut.G P TayLor, 
M.B., (d) ii and (h) ii and iii; has yet to pass in (h)i, already passed in(b). 
. Lieut. R. C. Paris (d) ii and (h): has yet to passin (b). Lieut. E. C. 
LAMBEIN, M.B., (d) ii and (h): .75 in (d) ii; already passedin(b). Lieut. 
O. W. McSHEEBY, M B., (@) ii; has yet to pass in (h): already passed 
in(b). Gieut. M@. WHITE, M.B, (d) ii and (h); has yet to pass in (b). 
Lieut. J. J. D. RocHE, M.B., (d) ii; has yet to pass in (h); already passed 
in (b). Lieut. H_ F. Joynt, M.B., (ad) ii; has yet to pass in (b) and (4%). 
Lieut. A. 8. M. WINDER, M.B., (d) ii and (h); .75in(d)ii; has yet to 
pass in(b). Lieut J. R. YouRELL, M.B., (h); has yet to pass in (d) ii; 
already passed in (b). Lieut. P. G. M. ELVERY, (d) ii and (h) ii and iii; 
has yet to pass in (h) i; already passed in (b). Lieut. J. J.H. BECKTON, 
(d) ii and (h); has yet to pass in (b). 


INDIAN MEDICAL SERVICE. 

THE result of the January examination was announced on 
January 28th. There were 26 candidates, of whom 20 
berm the first 14 being admitted as Lieutenants-on- 

robation with effect from January 28th, 1911. The names 
of the successful candidates with the marks obtained by 
each out of a possible total of 5,100 are given below, 
together with their degrees and medical schools : 


Name. Degrees, etc. Medical School. Marks. 


J.Scott .. .. | M.B.,Ch.B.Edin., |Edinburgh University) 3,691 
D.P. T.M. 


and H. 
A.R.§8. Alexander | M.B., B.8.Lond. University College 3,502 
‘osp 
-F.W. Hay... .. | M.B.,Ch.B.Edin. |Edinburgh University| 3,362 


Indurjit Singh ... | M.B.,B.C.Cantab. |Cambridge University! 3,357 
and King’s College 

Hospital 
S.M. Hepworth... | M.B., Ch.B.Leeds Leeds University 3,284 


H. 8. Cormack ... M.B., Ch.B.Edin., |Edinburgh University| 3,240 


M.B.C.8., L.R.C.P. 
G@. Tate... L.M.S8.8.A. King’s College 3,203 
Hospital and Edin- 
burgh University 
G. 8. Brock «. | M.B.,Ch.B.Edin. | St. Andrew’s Univer- | 3,203 
sity and Endinburgh 
University 
E.8.Goss... | M.B.C.S.,L.R.C.P. | Middlesex Hospital | 3,118 


J. F. H. Morgan... | M.R.C.8.,L.R.0.P. | Bristol University 3,111 


K. G. Pandalai ... | M.B.M.S.Madras, Madras Medical 3,105 
M.R.C.S., L.B.C.P. College and 
Middlesex Hospital 
BOW M.B.Calcutta Calcutta Medical 3,035 
College and 
Middlesex Hospital 
C. A. Wood Prk M.B.B.S.Lond., Guy’s Hospital 3,012 
M.R.C.S., L.R.C.P., 
P.S. Connellan «. | M.8.0.8.,L.R.C.P | Bristol University 2,914 


THE AFRICA GENERAL SERVICE MEDAL. 
AN Army Order dated February lst states that the King has 
approved of the Africa General Service Medal, with clasp 
inscribed ‘“* Somaliland, 1908-10,”’ being granted to the officers 


and men who took part in the operations in Somaliland between 
a Sen 1908, and January 3lst, 1910, whose claims are 
approved. 


BRITISH RED CROSS. SOCIETY, GLASGOW BRANCH. 
A MEETING, called by the Lord Provost, was held on January 31st 
to promote the organization of voluntary aid detachments in 
Glasgow in connexion with the Scottish ‘Territorial Red Cross 
Brigade. The Lord Provost, in opening the proceedings, 
referred to the work of Red Cross societies which existed among 
all civilized nations. Scotland had taken its rightful place by 
the formation of a Scottish Branch, and in Glasgow it was 
important that nothing should be left undone to make the 
organization as complete as possible. Sir George Beatson 
explained the need for Red Cross societies, and outlined the 
position and duties of voluntary aid detachments which would 
fill up the gap in the ‘Territorial Medical Service between the 
field units and the general hospitals. Already in Scotland 
sixty-four such detachments had been raised with a personnel 
of about 2,000 men and women. Major-General Spens oe 
pes a@ resolution commending the work and aims of the Red 
ross Society, impressing on the citizens the value of prepara- 
tion in time of peace. Another resolution approving of steps 
being taken to promote the formation of detachments in Glas- 
gow was proposed by Sir Thomas Glen Coats, Bart., and 
seconded by Sir David McVail. The Glasgow Committee has 
now been considerably augmented, and active work is being 
undertaken. The honorary secretary is Dr. R. T. Halliday. 


Medical Neus. 


Dr. CLOUSTON of Edinburgh has been elected a 
— member of the Société de Psychiatrie of 

aris. 

LORD CHARLES BERESFORD will preside at the annual 
dinner of the London School of Clinical Medicine on 
Friday, March 24th, at Prince’s Restaurant, Piccadilly. 

SiR CHARLES BALL, M.D., F.R.C.S., has been elected 
President of the Royal Zoological Society of Ireland for 
the coming year. 

Dr. GLASCOTT, late Lecturer on Ophthalmology, Man- 
chester University, and Senior Consulting Surgeon, Royal 
Eye Hospital, on his retirement from practice, has been 
elected one of the vice-presidents of the hospital. 

THE anniversary dinner of the Medical Society of 
London will take place at the Whitehall Rooms, Hotel 
Métropole, London, on Wednesday, March 8th. Par- 
ticulars can be obtained from the Honorary Secretaries, 
11, Chandos Street, W. 

MR. AND MRs. SIDNEY WEBB will deliver, for the 
National Committee for the Prevention of Destitution, a 
course of four lectures at the Caxton Hall, Westminster, 
on Monday evenings, beginning February 20th, at 8.30 p.m. 
The first lecture by Mrs. Webb will deal with the utiliza- 
tion of voluntary agencies in the prevention of destitution, 
the second by Mr. Sidney Webb with unemployment and 
sickness insurance in relation to the prevention of 
destitution. 

On February 2nd, at the West London Hospital, Hammer- 
smith, Dr. Andrew Elliot, who has just retired from 
the office of honorary medical registrar, was presented on 
the occasion of his marriage with a massive silver tray by 
some past and present members of the hospital. Mr. L.A. 
Bidwell, Dean of the Post-Graduate College, presided, 
and made the presentation, and Dr. Elliot suitably replied. 

THE Council of the Irish Medical Schools’ and Graduates’ 
Association has adopted the following resolution: ‘‘ The 
Council of the Irish Medical Schools’ and Graduates’ Asso- 
ciation take this, the earliest, opportunity of congratulating 
Mr. Charles Ryall, F.R.C.8., on the triumphant result of 
the recent trial. They further desire to assure him that 
the complete vindication of his action in the case, the 
evidence in which only served to show the surgical skill 
that he displayed in saving his patient’s life, has given 
this Council much gratification, confirming the high 


esteem in which he is held by his professional brethren 


generally.’’ 

A LIST of the optical appliances of Winkel, of Géttingen, 
reaches us from his agents in the United Kingdom, Messrs. 
H. F. Angus and Company (83, Wigmore Street, London, 
W.). Some of the microscopic outfits described have been 
specially arranged with a view to affording a good com- 
bination for the medical student. Included among them 
is a microscope designed for the examination of brain 
sections, bearing a stage of a shape suitable for that 


‘purpose. Other instruments have been devised so as to 


afford sufficient working space for dissection of objects. 
The lenses in the objective systems of this maker reach a 
very high level of excellence, and care has been bestowed 
upon their standardization, more particularly as regards 
focal length and chromatic and spherical correction. 


(d) ii; have yet to pass in Part I, Appendix XIV, King’s Regulations. 
Major R. H. Luoyp, (d) ii; already passed in (h) for rank of Major. ‘ 
> 
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Retters, Notes, and Answers. 


TELEGRAPHIC ADDRESS.—The telegraphic address of the EDITOR of 
the BririsH MzpicaL JouRNAL is Attiology, London. The telegraphic 
address of the British MEpI0AL JOURNAL is Articulate, London. 

TELEPHONE (National) :— 

2631, Gerrard, EDITOR, BRITISH MEDIOAL JOURNAL. 
2630, Gerrard, BRITISH MEDICAL ASSOCIATION. 
2634, Gerrard, MEDICAL SECRETARY. 


K= Queries, answers, and communications relating to subjects 
to which special depar:ments of the BRITISH MEDICAL JOURNAL 
are devoted will be found under their respective headings. 


A. D. P. D. asks where he can obtain “ eine arches”’ for 
fastening in the boots of r boys suffering from flat-foct. 
There are some socks made, but they are too dear (6s. 6d. a 
pair) and not durable. 


Gouty TopPHI. 

Mr. THELWALL THOMAS (University of Liverpool) would like to 

obtain some gouty tophi which have been removed by opera- 

tion or have sloughed out. He will thank any member who 

can — him such. They are required for quantitative 
analysis. 


A NEUROLOGICAL CONUNDRUM. 

JUSTINIAN asks if any connexion can be traced between a 
droop-wrist and amputation of the thigh following an 
accident. What are the causes of droop-wrist exclusive of 
Pacmag through what nerves? If so, would the sequence 
ollow, presuming there was no injury to the brachial plexus? 


SPONTANEOUS F'RACTURE.”’ 

A CORRESPONDENT who is treating a woman, aged 83, suffering 
from senile decay, states that after a long period of decline 
she finally took to her bed ; a month later she, without any 
attempt to get out of bed or any obvious movement, suddenly 
screamed, and was found to have a fracture of the thigh. Our 
correspondent diagnosed ——- fracture due to atrophy 
of the bone, but asks whether such fracture should be deemed 
due to disease or an accidental fracture. 

*.* The fracture may have occurred from a high grade of 
senile atrophy; or it may be due to the growth of a tumour. 

» In the latter case, the tumour may be a primary sarcoma of 
“the bone, or it may be secondary—possibly to a latent growth 
of the intestine. If our correspondent deems it advisable to 
investigate the case further, a skiagram would doubtless 
afford some indication of the cause of the fracture. 


GENERAL PSORIASIS. 

SENEX writes: I should be glad of any assistance in the treat- 
ment of an obstinate case of psoriasis which I have now 
watched gettin eoteely worse for the past ten years. The 

tient, a female, married, aged 27, was a on for peri- 
yphlitic abscess about ten years ago, made a slow recovery, 
and at the time noticed a slight eruption on face. This 
gradually got worse, and for the past six years has become 
more general, and now it is more or less all over body. Four 
ears ago it took on the facial ee of lupus erythema- 
us. A residence of a year in India has made no improve- 
ment, and with the tropical heat she can hardly ever per- 
spire. Ihave tried most of the usual remedies in consultation 
with well-known men but with no permanent relief; in fact, 
it is getting worse. Arsenic has mn given in increasing. 
doses, also in the organic form (atoxyl), but risks of the 
latter treatment are too great to continue it. Thyroid extract 
caused immediate cardiac symptoms even in 2-grain doses. 
Salicine has been pushed to large doses with no advantage. 
Local applications (which as it is now general are difficult to 
apply) as salicylic acid, beta naphthol, tar, resorcin, sulphur 
externally and internally, malt and cod-liver oil improve the 
health. There is evidently a vasomotor disturbance, as 
thyroid and cocaine both have immediate dangerous effects. 
Inow propose trying bromaurum (Arthur and Co.) but have 
no experience of it. ; 


A. C. C.—The only full account we can hear of is ‘‘ Don Carlos 
Guffrey. A Collection and an Analysis of the eg’ dee Cases 
of Osteo-arthritis of the Spine (Spondylitis formans),’’ 
Oniesreity of Pennsylvania Medical Bulletin, October, 1905, 
p. 260. 


DENTAL EROSION. 

Mr. D. Fyre, F.R.C.8.E., L.D.8. (Glasgow), writes in 
‘“*A.M., M.B.”?: The condition of the molar teeth, which atr 
so sensitive, would indicate either a modified dental erosio 


or superficial caries. ‘ This could qnly ‘be definitely dia- 
by am examination of the mouth, or, at least, further 
ormation regarding appearances, etc. The causation of 
erosion is somewhat obscure, and many theories have been 
a ag gm Of these the most feasible is that the condition 
s due to the action of some acid, this acid being secreted by 
the mucous glands existing at the gum margins which are in 
contact with, or near, the sensitive areas. Rheumatic and 
gouty conditions, also gastro-intestinal toxaemia, have been 
considered causative. There is also the mechanical theory— 
too vigorous use of toothbrush, or too abrasive a tooth 
- powder, etc. Whether due to erosion or superficial caries, 
the treatment is to touch the sensitive spots with a satu- 
: vated solution of silver nitrate, taking care to prevent the 
d being washed into the mouth by the saliva. The 
treatment usually causes some pain which quickly subsides. 
The silver salt must then be neutralized by touching with 
_@ small piece of cotton-wool saturated with a sodium 
chloride solution, or, better still, touched with iodine 
and then with ammonia. By this method the darkness left 
by the silver of nitrate is considerably lessened. Should dis- 
coloration be a serious objection some other drag. as zinc 
chloride, may be used instead of the silver salt. The treat- 
ment might be repeated several times with an interval of a 
week or so between each. Thesilver nitrate probably acts in 
two ways—(l) by coagulation of the ends of the dentinal 
fibrils which have become exposed due to the erosion of the 
enamel ; (2) by acting on the mucous glands and modifying the 
abnormal secretion. Occasionally one meets with cases in 
which external tooth treatment is of no avail. In such cases 
. the. dentist would probably devitalize the pulp and treat the 
pulpcanals. The use of an alkaline mouth wash, frequently 
and particularly ane Bare to bed at night, is most valu- 
able. A solution’ of ium bicarbonate, or one of the 
preparations of milk of magnesia, would be suitable. 


M. writes: The cause is recession of the gums from the neck 
of the teeth, due to friction from brushing, pyorrhoea, or 
premature wasting of gum tissues. Treatment: Occasional 

' Pf one of ‘silver nitrate, constant painting with tincture 

_ of iodine ; radical measures, crown the affected teeth. 


Dr. ALFRED L. Sacus (London) has called our attention to an 

: error in the translation of Professor His’s paper in the 
JOURNAL of last week. The term ‘‘ Mache-Hinkeiten’”’ which 
occurs in the original should have been translated Mache- 
unit; this unit is equal to approximately one thousand 
electrical units. 


STANDARD BREAD CAMPAIGN. 

Dr. H. KERR (Assistant Medical Officer of Health, Newcastle-on- 
Tyne) asks us to state that the appearance of his name among 
the medical officers of health who have given their sapeest to 
the ‘ Standard Bread Campaign,’ started by the Daily Mail, 
was published without his sanction. . Dr. H. Kerr, in 
Dr. Armstrong’s absence, wrote to the editorof the Dail Mail 
on February 3rd, stating, on behalf of Dr. Armstrong, that he 
did not feel himself at liberty to communicate personal 
opinions to the public press, especially on matters which his 
committee have under consideration. 


THE TUBERCULIN DISPENSARY LEAGUE. 

Dr. W. CAMAC WILKINSON (London) writes: I desire to thank 
you for your friendly references to my experiences with tuber- 
culin in pulmonary tuberculosis. May I point out at the 
same time very serious errors in figures on p. 287? It is 
stated that the sanatoriums can deal with 10,000 cases at - 
£30,000 a year. Would that they could! They may at most 
deal with ‘‘ 2,000 cases at a cost of £75,000 a year.”’ 

*,.* The number 10,000 was an unfortunate misprint for 
1,000. The circular of the Tuberculin Dispensary League 
stated that ‘‘ sanatoria at best can only treat about 1,000 cases 
each year at a cost of £30,000 a year, and the results are not 
satisfactory.” 


SCALE OF CHARGES FOR ADYERTISEMENTS IN THE 
BRITISH MEDICAL JOURNAL. 


8. d. 
Each additional line on 006 
Awholecolumn .. ose eve 215 4 


An average line contains six words. 


All remittances by Post Office Orders must be made payable to 
the British Medical Association at the General Post Office, London. 
poo <n will be accepted for any such remittance not so 


Advertisements should be delivered, addressed to the Manager, 
429, Strand, London, not later than the first post on Wednesday morning 
preceding publication, and, if not paid for at the time, should be 
accompanied by a reference. 


Notrre.—It is against the rules of the Post Office to receive postes 
Restante*letters addressed either in initials or numbers. 
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